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SOCIAL-MEDICAL 
RELATIONSHIP 


J. D. HAMER, M. D. 
Phoenix, Arizona 


(President’s address, Arizona State: Medical As- 
sociation, Nogales, Ariz., April 23, 1936.) 


I may not speak of many things expected of 
an incoming president. To elaborate fully, 
however, upon the many problems confronting 
the medical profession of our state and nation 
at the present time would be entirely too time- 
consuming in view of our full program for this 
meeting. A few fundamental situations, how- 
ever, are of sufficient importance to warrant 
our consideration, and to these your attention 
is directed. 


Today, as we all know, the most important 
problems in our profession are concerned with 
social relationships. Many complications have 
greatly upset our previous methods of pro- 
posals in the matter of sick and health care; 
the various aspects of rapidly changing social 
forces, and the committees appointed by high 
governmental officials, foundations, and even 
many individuals bombarding our system of 
medical practice have caused such chaos in 
the minds of everyone that none of us at the 
present time knows where we are going. Nor 
is the solution in sight. 


There are many during the past two to three 
years who have advocated profound changes 
in the existing forms of medical practice. 
Many and varied have been the methods sug- 
gested, the most outstanding being proposals 
leading to state medicine, socialized medicine, 
or compulsory sick and health insurance. Our 
national organization has been studying the 
subject from every conceivable viewpoint, but 
up to the present, has been unsuccessful in 
checking the avalanche of propaganda dealing 
with these proposals. Nor has it been able to 


find the proper solution. It has, however, 
passed resolutions which are thought to be the 
wisest guiding formulae for each state or coun- 
ty medical unit to use in adoption of policies 
and plans for future action. 


We have been accused during the past few 
years of being impolite, yes, even almost un- 
approachable, in matters vitally associated 
with economics. We are accused of being un- 
cooperative, while tons of literature, and mil- 
lions of words have passed over radio, through 
the press, or from public platforms, relative to 
this subject. We are receiving new the- 
ories, regardless of our willingness to accept 
them, or of our ability accurately to evaluate 
them. And it is not surprising that a profes- 
sion which has always taken a conservative 
attitude against change should resist vigorous- 
ly. We should not be condemned if we view 
some of the proposed social changes with 
skepticism, especially those proposing collecti- 
vization or regimentation of our members, in 
view of the fact that our relations to society 
have evolved over a long period by natural 
evolution. 


Notwithstanding all this, however, this par- 
ticular annoying agitation may have served 
one useful purpose. It has irritated a semi- 
‘ethargic profession sufficiently to cause an 
awakening as to its responsibilities in its rela- 
tions to impending social upheavals. We sin- 
cere’y believe that we owe the public our best 
endeavors in trying to find the solution of 
these perplexing questions. We must abandon 
a negative, non-interference attitude and 
adopt a militant code. We must resist by vocal 
exclamation and confirmed united action these 
enticing schemes which, upon analysis, harbor 
elements of medical retrogression. We should 
believe that we can provide adequate'y for all 
groups of society who have the will to be help- 
ed. We must continue to resist those who 
would take advantage of a temporary eco- 
nomic situation to compel social changes of far 
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reaching importance which should’ only be ef- 
fected by the slow but safer method of gradual 
evolution. We must continue with our best in 
repudiating the offensive actions being at- 
tempted by non-medical meddlers who have 
assumed such superior knowledge in what is 
best for the people in the matter of medical 
care: 

As a basis for a start in the right direction, 
let me suggest that we consider our local 
county medical societies, and emphasize the 
importance of selecting officers and commit- 
tee members who are thoroughly interested in 
the many activities which each society should 
pursue. There is much work to be done. First 
of all there should be a concerted effort to 
enlist all eligible physicians in our societies; it 
is only through concerted action that the 
problems which vex the profession can be 
solved. There is need for. strong economic 
committees, inasmuch as the county medical 
societies must take the lead in working out the 
local needs connected with indigent care, the 
investigation of plans for the care of the low- 
income groups, and the planning of ways and 
means of combating proposed substitutes for 
present medical care which seem altogether 
unwise. These committees should study all 
factors involved in the present day maze of 
conflicting interests, analyze divergent view- 
points, and decide upon a rational basis for 
action. It must help formulate plans for the 
future, and evolve policies which will be the 
basis on which the social and economic struc- 
tures vitally associated with the medical pro- 
fession will be erected. 

During the coming: year, also, strong com- 
mittees on public relations and legislation 
should be created, so that proper recommend- 
ations can be made upon proposed — 
affecting our profession. 

Last, but not Jeast in importance is the part 
that each of us can play with the proposals at 
hand, and to help mold and crystallize public 
opinion especially on the subject of state medi- 
cine. We must lead the way to a rational m‘d- 
dle ground, if a change is to be made in the 
setup of established methods of handlinz ‘he 
sick. We can all assist in working out’ modifi- 
cations acceptable for the greatest good of all 
concerned. 

At the present time, throughout the ‘and, 
many state and county societies, in anticipa- 
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‘tion of changing developments. in this whole 


business of medical care, are working on plans 
for their own communities. In general, a!- 
though no universal master plan has as yet 
been devised suitable for the nation as a 
whole, these programs have the common pur- 
pose of extending adequate medical care to 
large numbers of patients on a flat fee or pre- 
payment basis. The main difference between 
these plans, and those advocated by many so- 
cial workers and foundations is that the major 
control is in the hands of local medical socie- 
ties and not under the domination of politi- 
cians. We know that politics and medicine 
will not mix, and should constantly re-affirm 
our opposition to proposals leading to political 
control. 


.Public welfare problems of immediate inter- 
est pressing for consideration are embraced in 
the social security act. Some of the provisions 
of this act are administered under the depart- 
ment of health, or of education, or state wel- 
fare board; the provisions which deal with 
child welfare, the crippled children and the 
aid to the blind intimately concern our profes- 
sion. Under this act, any state may elect any 
one or all of the provisions, but the social se- 
curity board makes certain mandatory regu- 
lations governing the operation of chosen plans 
within each state. Chiefly among these are: 
(1) State financial participation; (2) the se- 
lection of a single state agency to administer 
the act; (3) the act must be uniformly effec- 
tive in all political subdivisions of the state. In 
other words, the provisions of the act must be 
carried out in every county of the state. So 
far as Arizona is concerned, it is in a fortunate 
position with respect to these regulations in- 
asmuch as it has revenue available from the 
luxury tax with which to meet such financial 
obligations. It also has a well-organized ad- 
ministrative agency in the board of public wel- 


fare. At the present time Arizona has four- 


programs under the social security act which 
have been submitted to and approved by the 
social security board in Washington. Both fed- 
eral and state funds are at hand for the first 
quarter of 1936 and those allotted for the aid 
of dependent children are already being dis- 
bursed. The crippted children, child welfare 
services, and aid to the blind programs will be 
in effect within the next two weeks. The pro- 


gram for dependent children, and child wel-- 
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fare services will be administered by welfare 
and social workers. 

An estimated 1200 crippled children will 
benefit in this state. These are in the indigent 
and low income groups. The main objectives 
will deal with locating the crippled children, 
providing adequate home care, supervision, 
educational facilities, examinations in diag- 
nostic clinics, hospitalization, and treatment by 
pediatricians and orthopedists. The activities 
in this work will be under the supervision of 
15 lay and professional members known as an 
advisory board, and composed of medical men, 
representatives of service clubs interested in 
crippled children’s work, Shriners, and others. 
Clinics will be conducted in various portions 
of the state for examinations and recommend- 
ations. 

Under the section sponsoring aid to the 
blind, it is estimated that 250 adults will get 
assistance. The act restricts the work to, males 
21 years or over and, females 15 years or over, 
who, to gain relief status, must be certified 
as having less than 20/200 vision. The main 
object of this portion of the act is to encourage 
corrective surgery. 

Therefore, in a consideration of the aforego- 
ing facts, it seems that we are confronted with 
problems pressing for solution. I bring the 
matter before you in the hope that, it will be 
appraised thoroughly and, whatever course of 
action adopted, will represent the -will of the 
entire state society. Policies must be deter- 
mined at this meeting as to our relation or co- 
operation in the administration of certain sec- 
tions of this social security act, remembering 
too, that the same act, sets up a social security 
board whose functions are wide. One of its 
duties is to explore the possibilities, and re- 
port to Congress its conceptions, of compul- 
sory health insurance. 

If we believe that we should adopt policies 
relative to this act, let us adopt them as a unit 
state-wide,.“and delegate constituted authority 
to a proper committee, with the power to act 
for the association. It would be a mistake for 
any individual or county society to go ahead 
on his or its initiative in making decisions of 
such vast importance. We must integrate our 
state association to act as a unit, and all should 
abide by the decisions reached by our House 
of Delegates. We should remember the prin- 
ciples laid down by our _natiorial judiciary 
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committee in considering matters of soeiai- 
medical relationships. 

By bearing the importance of united action 
in mind and by pursuing an unselfish, imper- 
sonal procedure, the best interests of the pub- 
ic and of the profession may well be served to 
the benefit and satisfaction of all concerned. 





THE CARDIOVASCULAR 
SYSTEM IN RELATION — 
TO SURGERY 


VERNE C. HUNT, M. D. 
Los Angeles, California 





(Presented before the Southwestern Medical As- 

sociation, El Paso, November 21-23, 1935.) 
’ The immediate risk of surgical operatioris, 
though many factors may be concerned, de- 
pends upon the cardiovascular system and the 
intensity of variations in it during the opera- 
tion. Certain postoperative cardiovascular 
conditions and accidents, mar what might 
otherwise constitute normal convalescence, 
definitely contribute to certain failures of re- 
covery, and not infrequently. are entirely and 
solely responsible for death. 

The urgency of a surgical procedure may be 
such that an unfavorable cardiovarcular ‘sys- 
tem must be accepted. On the other hand, 
when the urgency for operation is not great, 
much may be done to improve the cardiovas- 
cular system and thereby materially reduce 
the risk of operation. Variations in the cir- 
culatory system during an operation are not 
entirely beyond control, and certain post- 
operative measures may be instituted ‘to mini- 
mize the incidence of cardiovascular and cir- 
culatory accidents. 

Preoperative knowledge of the cardiovas- 
cular system is important, not only in ‘the 
selection of the type and method of inducing 
anesthesia, but it also aids the surgeon in de- 
termining the magnitude of the operation 
which may be performed with relative safety 
within the appraised cardiovascular reserve: 

Cardiovascular disease does not necessarily 
prohibit surgical procedures unless cardiac 
decompensation has occurred: from organic or 
congenital jheart disease. Certain types of 
cardiovascular disease may legitimately cause 
one to pause and carefully consider the ‘evi- 
dence for and against the advisability of “an 
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elective operation when the life expectancy of 
the patient may quite properly be the deciding 
factor against operation. It is worthy of re- 
petition and emphasis that in the presence of 
serious cardiovascular disease, even though 
the circulatory system is fully compensated, 
life expectancy should receive due considera- 
tion when contemplating any elective opera- 
tion. This is particularly true with coronary 
disease clinically manifested by occlusion or 
anginal seizures. Advanced hypertensive car- 
diovascular disease, characterized by retinal 
hemorrhages or marked renal changes, may not 
have sufficient life expectancy to justify an 
optional or elective operation. These state- 
ments have no reference to total thyroidectomy 
for relief of various forms of heart disease, nor 
do they bear upon operation on the sympa- 
thetic nervous system to provide relief from 
angina pectoris, or in reducing hypertension. 

The blood volume, and the condition of the 
blood, may influence materially the risk of a 
surgical procedure. In acute anemia, brought 
about by massive hemorrhage from a_ peptic 
ulcer or ectopic pregnancy, the risk is great if 
the blood loss has not been compensated by 
blood transfusion. On the other hand, in pa- 
tients with chronic secondary anemia developed 
over a period of months from loss of blood from 
uterine fibroids, compensation within the car- 
diovascular system has occurred so that even 
with a secondary anemia of the same degree as 
that present in the acute massive hemorrhage, 
the risk of operation from the standpoint of 
the cardiovascular system is not nearly so 
great as in acute anemia. 

Anesthesia and the Cardiovascular System: 
The risk of major surgical procedure is greater 
in cardiovascular disease than with a normal 
cardiovascular system. It is also well known 
that age, stature, state of nutrition, and oc- 
cupation are all vital factors with profound 
influence on the reserve in the circulatory sys- 
tem. A young individual possesses a more re- 
silient circulatory system than does an aged 
person and consequently has a more effective 
compensating mechanism to the variations 
within the circulatory system incident to an- 
esthesia, the magnitude of the operation, loss 
of. blood, and so forth. From the standpoint 
of the cardiovascular system, the risk of major 
operations is greater in the short, stocky, 
obese individuals than in those of normal stat- 
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ure and weight. There is also.much to sug- 
gest that the individual whose daily occupa- 
tional routine subjects him to mental and 
physical strain and stress possesses a cardi- 
vascular system not as able to withstand the 
additional burden of a major surgical proced- 
ure as that of the individual whose occupa- 
tional duties are light. 

Inasmuch as vasomotor tone and blood flow 
are of importance in maintaining equilibrium 
within the cardiovascular system, the effect 
of anesthetic agents is of utmost importance, 
particularly in patients with cardiovascular 
disease. Vasomotor tone is of great import- 
ance in maintaining an adequate blood pres- 
sure and in regulating the flow of blood to 
the capillary beds, in accordance with their 
needs under various conditions. It has long 
been accepted that changes in the vasomotor 
system occur during general anesthesia, but 
the magnitude of those changes was not real- 
ized until Herrick, Essex and Baldes, in 1932, 
discovered by accident that surgical anesthe- 
sia (with ether) practically abolishes vaso- 
motor tone. 

Through a modified method of measuring 
blood flow, recently developed by Rein, a 
German physicist- and physiologist, Mann 
found that in the experimental animal it re- 
quired from two to three hours for vasomotor 
tone to return to normal after withdrawal of 
the ether following surgical anesthesia. Mann 
has furthermore observed in the experimental 
animal under ether that the blood flow in the 
peripheral blood vessels is variable depending 
upon the depth of anesthesia. The maximum 
increase in the blood flow occurred during 
light ether anesthesia attributable, it was 
thought, to a decrease in vasomotor tone with- 
out affecting blood pressure. During deep 
anesthesia, even though blood flow was in- 
creased, it was not increased as much as 
under light anesthesia, due to depression of 
blood pressure and vasomotor. tone. 

The cardiovascular system is designed to 
convert the pulsating blood stream into a 
steady flow through microscopic bood vessels. 
Since the vasomotor system is of importance in 
maintaining adequate blood pressure and in 
regulating the flow of blood to and through 
the various capillary beds, any disturbance of 
vasomotor tone must influence the circula- 
tion. Every agent producing surgical anes- 
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thesia and every major operation requires con- 
siderable adjustment of, and compensation by, 
the physiologic mechanism of the patient, in 
whom the circulatory and respiratory mechan- 
isms are most important. The adjustments 
which these mechanisms must undergo are 
not only dependent upon the anesthetic, but 
also upon the magnitude and duration of the 
operation, and the part of the body which is 
operated upon. The patient with a normal 
cardiovascular system and in good general con- 
dition operated upon the extremities, or for 
the most common intraperitoneal lesions, 
usually exhibits few manifestations during the 
operation or afterwards of the adjustments 
that have occurred incident to anesthesia and 
operation. In surgical procedures of great 
magnitude, including resection of gastric and 
intestinal lesions, intrathoracic operations, and 
operations upon the brain and spinal cord, 
fluctuations within the cardiovascular system 
often occur abruptly and poor. compensatory 
power is frequently manifested. Likewise, the 
operations of several hours’ duration often 
exhaust the compensatory mechanism of the 
circulation even though loss of blood is not 
a factor. Continued or sudden loss of the cir- 
culating medium rapidly produces changes 
within the cardiovascular system for which 
compensation may occur without serious clini- 
cal manifestations. However, bleeding of any 
considerable amount usually produces rapid 
cardiovascular failure by abrupt depression of 
the blood pressure. 

Unquestionably inhalation surgical anesthe- 
sia profoundly disturbs the compensatory 
mechanism of the cardiovascular ‘system 
in operations of considerable magnitude 
and length, particularly when there has been 
coincident loss of the circulating medium. 
While this has long been recognized, it is only 
recently that the clinical phenomena incident 
to disturbed compensatory mechanism could 
be explained through the physiologists’ ob- 
servations that the vasomotor tone is markedly 
decreased or practically abolished during deep 
ether anesthesia. Unquestionably the method 
of administering a general anesthetic has much 
to do with the disturbance that occurs in the 
compensatory mechanism during surgical an- 
esthesia. It often has been shown by experi- 
mental and clinical investigation that repeated 
and prolonged cyanosis exerts a profound de- 
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leterious effect upon the circulatory system 
and greatly jeopardizes the cardiac reserve. 

In many operations where experience has 
proved that the general inhalation anesthetics 
markedly depress the cardiovascular system, 
the substitution of local and regional anesthe- 
sia has provided a more uniform maintenance 
of the compensatory mechanism of the cardio- 
vascular system. Furthermore, the elimina- 
tion of the depressant effect of deep surgical 
anesthesia has facilitated early recognition of 
disturbances in the compensatory mechanism 
of the cardiovascular system as they may oc- 
cur incident to or due to the surgical pro- 
cedure, or to loss of the circulating medium 
without having those clinical manifestations 
masked by or confused with the circulatory 
changes incident to or due to the inhalation 
anesthetic. 

The proper anesthetic is of utmost import- 
ance in patients with cardiovascular disease; 
inhalation anesthetics are not necessarily con- 
tra-indicated. Chronic valvular heart disease 
in which the circulation is fully compensated 
and hypertensive heart disease, in which the 
hypertension is not characterized by serious 
changes in the eye grounds or kidneys, tolerate 
remarkably well competently administered 
general inhalation anesthetics for operations 
of less than an hour’s duration and without 
undue loss of circulating medium. There is 
little evidence that the risk of such surgical 
procedures is greater under general anesthesia 
than under local or regional anesthesia. A 
definitely greater risk is assumed in opera- 
tions of unusual magnitude or prolongation, 
when difficulties in the administration of an 
inhalation anesthetic are encountered, when 
repeated or prolonged cyanosis complicates 
the administration, or when an undue amount 
of circulating medium is lost,during the opera- 
tion. 

Although the physiologist has observed that 
the vasomotor tone returns to normal within 
two to three hours after withdrawal of the 
ether following surgical anesthesia experience 
has proved that in prolonged operations of 
considerable magnitude, this interval is often 
much longer. While the volume of blood flow 
is not necessarily dependent upon a uniformly 
maintained blood pressure, a fluctuating blood 
pressure during operation is indicative of a 
disturbance in the compensatory mechanism’ 
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and a rapidly declining blood pressure in- 
dicates marked changes in the volume of 
blood flow, with a rapidly failing compensa- 
tory mechanism. Such phenomena have been 
observed, in operations of considerable magni- 
tude in the absence of undue loss of the cir- 
culatory volume. The body can quickly com- 
pensate for relativey large losses of circulatory 
volume and maintain an effective blood pres- 
sure and flow of blood to the medullary cen- 
ters. 

The surgeon’s knowledge of the status of 
the cardiovascular system during the course 
of an operation is best obtained through fre- 
quent readings of the blood pressure by the 
anesthetist. While the pulse rate and its 
character are important, the blood pressure 
curve is more informative. Progressive or 
sudden decline of the|systolic bood pressure 
to or approaching 50 per cent of the preopera- 
tive systolic pressure is an ill omen and in- 
dicates.a rapidly failing compensatory me- 
chanism. When such failure occurs in the 
absence of loss of circulatory volume, resus- 
citating measures often are of little avail. 

Circulatory Volume Substitutes: In the pres- 
ence of circulatory depression during or fol- 
lowing a ‘prolonged operation or one of con- 
siderable magnitude, treatment should be in- 
stituted. before the compensatory mechanism 
has failed. Such treatment includes with- 
drawing the anesthetic if itis an inhalation 
agent, placing the patient in a position most 
favorable to increasing the flow of blood to 
the medullary centers, supporting the blood 
pressure, and replacing lost circulatory vol- 
ume. 

The posture of the patient with failing cir- 
cuation during an operation has a great deal 
of bearing on the flow of blood, particularly to 
the medullary'centers: The observation fre- 
quently has been made in the operating room, 
when a failing circulation appears, that drop- 
ping the head of the patient lower than the 
remainder of the body materially aids in sus- 
taining blood pressure unless the cause of the 
circulatory failure is uncontrolled hemorrhage. 
These observations are corroborated by Mann 
who: found in the experimental animal under 
ether anesthesia, that the flow of blood through 
the carotid artery in the head-down position 
increased about 30 per cent over that of the 
animal in the horizontal position. However, 
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when the animal was placed in the head-up 
position the flow of blood was decreased al- 
most 30 per cent as compared with that of the 
animal in the horizontal position. 


For the purpose of sustaining a declining 
blood pressure during an operation, a number 
of procedures are available and their effec- 
tiveness is usually dependent upon the causes 
of a failing cireulation or disorganized com- 
pensatory mechanism. I have observed little 
benefit from stimulating agents except in the 
marked decrease in blood pressure following 
intraspinal anesthesia, in which ephedrine has 
been rhost useful, and often has sustained 
adequate pressure. The loss of body fluids 
during prolonged operations under general 
anesthesia may be enormous and often is re- 
sponsible, in the absence of undue loss of 
blood, for declining blood pressure and mani- 
festations of disturbed compensation within 
the circulatory system.: To replace lost body 
fluids the subcutaneous or intravenous ad- 
ministration of 0:9 per cent sodium chloride 
solution during a prolonged operation often 
sustains the blood pressure. 

For combating failure of the circulation due 
to continued loss of blood or a massive hemor- 
rhage, there is no method as effective as the 
transfusion of blood. Preoperative prepara- 
tion for such a procedure through blood group- 
ing and having a donor at hand, when con- 
templating a prolonged or particularly hazar- 
dous operation, facilitates sustaining the circu- 
lation before the compensatory mechanism has 
failed. In those unanticipated instances when 
the need for transfusion occurs and in lieu of 
an immediate donor, certain blood substitutes 
have proved to be adequate until a qualified 
donor is available. Among these various sub- 
stitutes the intravenous administration of sev- 
en per cent gum arabic dissolved in 0.9 per 
cent sodium chloride solution has proved ef- 
fective, and may be repeated with little dan- 
ger. A 0.9 per cent sodium chloride solution 
may serve to tide over the circulation when at 
a low ebb. Hoitink has recently concluded, af- 
ter most careful investigation of the various 
artificial blood substitutes, that in acute mas- 
sive hemorrhage 0.9 per cent sodium chloride 
solution is preferable to other substitutes— 
even to blood transfusion. 

Summary: Cardiovascular disease of serious 
import usually adds to the risk of a major op- 
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eration and may be an absolute contraindica- 
tion for elective operations. -Cardiovascular 
disease of lesser import need not deprive the 
patient of the benefits to be derived from the 
surgical treatment of associated lesions or con- 
ditions. Certain factors pertaining to changes 
that may and do occur within the cardiovas- 
cular system incident to or due to the opera- 
tion, and-which are or may be influenced by 
anesthesia, have been discussed. Since certain 
inhalation anesthetics during deep surgical an- 
esthesia disturb the mechanism for maintain- 
ing vasomotor tone, the substitution of local 
and regional anesthesia, whenever possible 
with cardiovascular disease, provides mini- 
mum disturbance of the compensatory mech- 
anism incident to the operation, and minimum 
loss of body fluids. Certain hazards of the op- 
erating room may be decreased by careful ob- 
servations of blood pressure during opera- 
tions, and the institution of methods of sus- 
taining cinculation before the compensatory 
mechanism within the cardiovascular system 
has failed. 





INTESTINAL OBSTRUCTION 
VERNE C. HUNT, M. D. 
Los Angeles, California 


(Presented before the Southwestern Medical and 
oe gr oo El Paso, Texas, November 
-23, 1935.) 


Pillore performed the first colostomy for in- 
testinal obstruction in 1776; since then there 
have been three phases in the evolution of 
knowledge of intestinal obstruction. The an- 
atomic-pathologic phase dates from about the 
beginning of the 18th century, continuing up 
to and beyond the life of Pillore. During this 
time many notable anatomic discoveries were 
recorded and some understanding of the path- 
ology was acquired with recognition of the 
different types of disease in relation to an- 
atomic structures. Even though Littre suggest- 
ed in 1810 the advisability of opening the colon 
for obstruction, colostomy had been perform- 
ed in only 33 recorded cases from 1776 to 1839; 
death occurred in almost every instance. 

In a general way the 19th century embraces 
the second phase which was largely concerned 
with the development of surgical procedures 
for the relief of intestinal obstruction. It was 
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only during the latter part of the 19th century 
that much progress was made—attributable 
largely to the adoption of those principles 
which initiated modern surgery. Dupuyten is 
credited with the first enterostomy—in 1839; 
but it remained for Nelaton to definitely es- 
tablish this in 1850, as-an acceptable and justi- 
fiable procedure for the relief of acute -intes- 
tinal obstruction. 

During the latter part of the 19th and 
through the early years of the present century 
surgical procedures were perfected, and more 
or less definite indications for them were form- 
ulated. There was a mortality rate in general 
of approximately 50 per cent, not necessarily 
due to the magnitude of the various operations, 
but because of unknown factors. 

Little success had been achieved through ef- 
forts to reduce this mortality rate until the 
last 10 to 15 years and this may be designated 
as the third phase in the evolution of knowl- 
edge pertaining to intestinal obstruction. This 
phase has had to do with the determination 
and recognition of the physiologic changes and 
causes of the toxemias incident to and due to 
intestinal obstruction, and has facilitated the 
inauguration of methods which have reduced 
materially the mortality rate, and which may 
be still further reduced. 

While many factors are concerned in the ul- 
timate prognosis, notably whether the obstruc- 
tion is due to benign lesions or to malignancy, 
the immediate prognosis is dependent in the or- 
der of their relative importance upon, (1) the 
circulation of the intestine involved in the ob- 
struction, (2) the height or level of the ob- 
struction, (3) the duration of the obstruction, 
and (4) the magnitude of the surgical proce- 
dure for relief of the obstruction. 

Strangulated external hernias constitute ap- 
proximately 45 per cent of the cases of acute 
intestinal obstruction on emergency surgical 
services, and in these the prognosis is depend- 
ent largely upon the circulation and the viabil- 
ity of the involved intestine. Patients with 
acute intestinal obstruction are not suitable for 
intestinal resection, which under the circum- 
stances is particularly hazardous. The inci- 
dence of intraperitoneal herniation and stran- 
gulation of the intestine in which the question 
of intestinal resection requires serious consid- 
eration is small. Intestinal obstructions due to 
volvulus rarely have sufficient disturbance to’ 
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the circulation of the involved intestine to nec- 
essitate resection. The same is true of prac- 
tically all other intraperitoneal obstructions. 
Mesenteric vessel occlusion is not to be consid- 
ered in the category of intestinal obstruction 
since it is primarily a vascular lesion and me- 
chanical obstruction is not concerned. Gener- 
ally speaking, it may be stated that with rare 
exceptions the circulation to an obstructed 
portion of intestine is seldom sufficiently im- 
paired in intraperitoneal intestinal obstruction 
to be prominently concerned in the immediate 
prognosis. The frequency with which intestinal 
resection is unavoidable in that large group of 
cases of intestinal obstruction due to strangu- 
lation of an external hernia emphasizes the re- 
lation of the circulation to the immediate prog- 
nosis. 

The height of the obstruction ‘has an im- 
portant bearing, particularly in regard to, the 
acuteness of the onset of the obstruction, the 
rapidity with which the physiologic changes 
and clinical evidences of toxemia are manifest 
and upon the urgency for the institution of 
methods, not only for relief of the obstruction 
but for maintaining physiologic equilibrium. 
Obstruction of the colon is often insidious in 
its onset, clinical manifestations are not usua'- 
ly acute, physiologic changes occur late, and 
obstruction may be tolerated for a relatively 
long time, except in those instances of volvulus 
or strangulation in which disturbance of the 
circulation causes acute clinical manifestations. 
The reverse is true when obstruction of the 
small intestine occurs. The onset of obstruc- 
tion in the small intestine is usually acute, 
physiologic changes occur early and a pro- 
gressively rapid course ensues. The higher the 
obstruction occurs in the small intestine, the 
more is this apt to be true. In other words, 
obstruction of the small intestine is less readily 
tolerated than obstruction of the large intes- 
tine. Inasmuch as the small intestine is involv- 
ed in approximatetly 85 per cent of the cases 
of intestinal obstruction, the majority of in- 
stances are serious. 

While other etiologic.factors are concerned, 
not including strangulated external hernias, in 
which the colon is involved, the majority of 
the cases of obstruction of the large bowel 
are caused by neoplasms. In approximately 50 
per cent of the cases of intraperitoneal intes- 
tinal obstruction the obstruction occurs with- 
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in a few days, weeks or months, or perhaps 
years after an abdominal operation, and is 
most frequently due to adhesions, bands or 
false and artificial fossae produced by or in- 
cident to the previous operation. These may 
involve the large intestine, but usually the 
small intestine. 


Diagnosis of Obstruction: When circulatory 
changes occur from strangulation, the acute- 
ness of the clinical manifestations leads to the 
early recognition of obstruction through the 
strangulated external hernia or through urgent 
abdominal exploration. In the absence of cir- 
culatory changes the symptoms may not be 
particularly acute and may be sufficiently 
masked by symptomatic treatment to lull one 
into a false sense of security. Early diagnosis, 
particularly in obstruction of the small intes- 
tine, materially favors a good prognosis. 


Haden and Orr and others have definitely 
shown, and clinical expreience has confirmed 
the observation, that the most devastating ef- 
fects of intestinal obstruction are the physio- 
logic changes, characterized by changes in the 
blood chemistry, most notably in the urea 
nitrogen content of the blood, and in the blood 
chlorides. The higher the level of the obstruc- 
tion in the tract the more rapidly do these 
changes take place, and the more rapidly the 
patient declines. 


The clinical manifestations formerly regard- 
ed as the result of toxemia but likely never 
due to toxemia, vary with the intensity of the 
changes as demonstrated by the alterations in 
the blood chemistry. The prognosis is largely 
influenced by the physiologic changes hence 
an early diagnosis and the institution of prop- 
er methods of management preliminary to op- 
eration before serious alterations in the blood 
chemistry occur are extremely vital. The gen- 
erally recognized clinical manifestations of ab- 
dominal distention and vomiting of intestinal 
contents are not those of early intestinal ob- 
struction, but are manifestations of imminent 
death. Intermittent general or local pain, 
nausea and vomiting are the early cardinal 
symptoms of intestinal obstruction and should 
never be disregarded when persistant. Excep- 
tions do occur, but the burden of proof rests 
upon the exception and not upon the rule. The 
higher the obstruction the more persistent the 
nausea and vomiting and the suspicion of ob- 
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struction may be verified by early disturb- 
ances in the blood chemistry. 

The roentgenologists have contributed the 
roentgenologic signs of intestinal obstruction. 
Such signs usually are not early in the course 
of obstruction, but only after considerable di- 
lation of the intestine has occurred and may 
not be regarded properly as early signs of in- 
testinal obstruction. Roentgenologic signs of 
intestinal obstruction when present confirm 
the clinical manifestations and often aid ma- 
terially in localizing the obstruction. Seldom 
should the clinical manifestations of high in- 
testinal obstruction be allowed to continue un- 
til roentgenologic signs can be depicted. Delay 
and observation may be justified in low intesti- 
nal obstruction, particularly of the colon, in 
the absence of circulatory changes, when doubt 
exists regarding the diagnosis, until the roent- 
genologic signs establish the diagnosis. 

An early diagnosis of acute intestinal ob- 
struction is particularly important when ob- 
struction occurs soon after an abdominal op- 
eration; the early cardinal symptoms should 
not be mistaken for so-called postoperative gas 
pains. The findings on ausculation of the ab- 
domen are often sufficiently definite to estab- 
lish the diagnosis of obstruction, but at times 
are absent even in complete obstruction. The 
silent abdomen should not cause one to be mis- 
led when intermittent pain, nausea and vom- 
iting are not readily relieved by the usual 
methods. 

Physiologic Changes: Since physiologic 
changes characterized by alteration in the 
blood chemistry, notably the retention of urea 
and the loss of chlorides take place, and since 
experience has proved that such alterations in- 
fluence the mortality rate and the immediate 
prognosis materially, particularly in high ob- 
struction of the small intestine, it is essential 
that the degree of alteration of blood chemis- 
try, is determined before instituting surgical 
procedure. Seldom is surgical procedure so 
urgent that time may not be allowed for pre- 
operative determination of the alterations in 
the blood chemistry, except when the circula- 
(ion of the obstructed restoration’ of fluids by 
intravenous administration, particularly of 
chlorides in the form of 0.9 per cent sodium 
chloride solution in large amounts, entirely 
justifies the delay in instituting surgical pro- 
cedures. 
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The higher the level at which the obstruc- 
tion occurs the more vital are such preopera- 
tive procedures; the lower the level at which , 
the obstruction occurs the more deliberately 
may one attempt to restore the physiologic 
equilibrium before instituting surgical pro- 
cedures. Great improvement in the condition 
is brought about by preoperative drainage of 
the upper gastro-intestinal tract by intermit- 
tent or continuous gastric lavage with the suc- 
tion apparatus, simultaneously with the restor- 
ation of fluids and chlorides. The surgical pro- 
cedure for the relief of the obstruction is not 
the emergency; the combating of the physio- 
logic changes incident to the obstruction is of 
first importance, except in those cases in which 
the circulation to the obstructed portion of in- 
testine is involved. The longer the duration of 
the obstruction the more essential are these 
preoperative methods. 

Surgical principles: Experience has led to 
the adoption of definite principles regarding 
the surgical management of intestinal obstruc- 
tion. Primary intestinal resection should sel- 
dom, if ever, be done for relief of obstruction, 
except in those cases in which disturbed vascu- 
larity to the obstructed intestine jeopardizes 
its viability. There are exceptions to the rule, 
but in general the simplest surgical procedure 
which relieves the obstruction insures the best 
immediate prognosis, even though secondary 
operations may be required to eradicate the 
cause of the obstruction. To reopen the. pri- 
mary incision for an early postoperative ob- 
struction and thoroughly explore an abdomen 
usually does not give the greatest prospects of 
recovery, nor does evisceration of the patient 
with mechanical drainage of the entire dis- 
tended intestinal tract contribute to a low mor- 
tality rate. In many instances of postoperative 
intestinal obstruction, the simple division of an 
adhesion or band entirely relieves the obstruc- 
tion. Such simple factors are encountered 
more often when an obstruction develops 
months or years after an abdominal ‘operation 
than during postoperative convalescence. 

There are few exceptions to draining the 
colon proximal to an obstructing neop’asm as 
a primary operation, reserving resection of the 
neoplasm until after the patient has recovered 
from the effects of the obstruction. The occa- 
sional exception is an obstructing neoplasm in 
a redundant sigmoid which may readily be ele- 
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vated out of the abdomen by a Mikulicz opera- 
tion, provided a simultaneous temporary col- 
ostomy or cecostomy is done for relief of the 
obstruction. 

Few simple surgical procedures possess the 
effectiveness of enterostomy for obstruction of 
the small intestine, particularly during im- 
mediate convalescence after an abdominal op- 
eration. Enterostomy has been greatly dis- 
credited during recent years largely because of 
its being done without indications and at im- 
proper sites. Although the effectiveness of en- 
terostomy has been demonstrated repeatedly 
when performed through a small incision in 
the first distended loop of intestine presenting 
upon opening the peritoneum, failure has been 
due to faulty selection of the segment of in- 
testine. The principle of drainage by enter- 
ostomy of the first presenting loop of distend- 
ed intestine is readily exercised when disten- 
sion is not great, but is immediately defeated 
in marked distension, particularly in obstruc- 
tion of sufficient duration that paralytic ileus 
is associated. When one realizes that huge 
distension of the small intestine produces mul- 
tiple ‘obstructions through acute angulation 
of coils upon coils, it is readily understood 
that the enterostomy simply serves to drain 
the loop of intestine in which the tube is in- 
serted, and that angulations of the intestine 
both distal and proximal to the enterostomy 
prevent their drainage. Enterostomy for ef- 
fective drainage, must be placed in the high- 
est distended loop of small intestine or in 
the lowest distended loop immediately above 
the obstruction in order that collapse of dis- 
tended bowel may progress upward or dowr.- 
ward as aided by peristalsis. In accordance 
with these principles cecostomy in cases of 
paralytic ileus has been effective where en- 
terostomy in the first loop of small intestine 
presenting has failed. 


Summary: Realization during recent years 
that physiologic changes in the blood chemis- 
try occur.in acute intestinal obstruction and 
that the changes materially influence progno- 
sis, has led to the adoption of methods of man- 
agement which have resulted in an appreciable 
reduction of mortality rate. The determination 
of the degree of alteration in the blood chem‘s- 


try and the preoperative restoration of physio- 


logic equilibrium are essential to the most fa- 
vorable prognosis. Except in those. cases in 
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which the disturbed vascularity of the ob- 
structed portion of the intestine necessitates 
operations of considerable magnitude, the me- 
chanical obstruction should be relieved by the 
simplest surgical procedure possible, reserving 
the removal of the obstructing lesion for a sub- 
sequent operation, particularly when the ob- 
struction is due to a neoplasm. The effective- 
ness of cecostemy and enterostomy as relative- 
ly simple proeédures justifies their frequent 
employment for the relief of acute intestinal 
obstruction. 





ADVERSE RESULTS FROM 
BROMIDE THERAPY 


A. C. KINGSLEY, M. D. 
Phoenix, Arizona 


That bromides may produce psychoses has 
been known for years. Only recently have 
they been recognized as causing psychoses. 
They are often taken without advice of phys:- 
cians. Bromides are prescribed by physicians 
not realizing that they cause psychoses. Pa- 
tients who have more than one physician may 
be getting a bromide prescription’ from each. 

Bromides are used only for pre-existing con- 
ditions; therefore mental changes from bro- 
mides are superimposed upon psychoneuroses 
or psychoses. 

Certain states are pre-disposed to bromide 
intoxication: Alcoholism, beginning general 
pasesis, various toxic states, cerebral arterio- 
se’erosis, general debility, etc. 

Bromide intoxications are prone to develop 
upon depressed states. Poor elimination is, no 
doubt, a contributing factor. Small doses of 
bromide even for short periods in inactive 
lethargic individuals may produce more defi- 
nite mental symptoms than large amounts for 
even prolonged periods in active individuals. 

A person with a definite psychosis, often has 
a change of type fo'lowing ingestion of bro- 
mides sometimes lead'ng to error in diagnosis. 
Depressed states may present a manic phase 
or vice versa. A retarded, resistive, negative 
praecox may become actively combative and 
disturbed. As in all psychoses, the personality 
element is manifested in delirium or hallucino- 
sis. Therefore, the underlying condition must 
not be overlooked and, if bromide intoxica- 





MAY, 1936 


tion is recognized, the prognosis is to be re- 
served until the effects of the bromide have 
entirely disappeared. 

State hospital authorities have .recognized 
a great increase in bromide mental disturb- 
ance, probably due to the present economic 
depression. Only recently have laboratory 
methods been devised by which the bromide 
in the blood may be correctly estimated. Such 
examinations are now routine in many state 
hospitals and it is surprising the number of 
admissions showing high blood concentration 
of bromides. 

The blood bromide may vary from two mg. 
to 300 per 100 c.c. of blood. A few mg. in a 
susceptible individual may produce symptoms 
and again, a higher concentration may pro- 
duce none. Rapidity of elimination of the drug 
is important. High concentrations may be 
found even after discontinuance of it. It is 
then obvious that ingestion of large amounts 
extended over a long period; 200 mg. soon af- 
ter its discontinuance means far Jess than 25 
mg. a month to six weeks later. 

Cases have been reported in which mental 
symptoms appeared only after withdrawal, 
and a few observers suggest that withdrawal 
should be gradual. The general opinion how- 
ever is that it is safe to discontinue the drug 
suddenly. 

Bromide poisoning may be classified as (1) 
intoxication, meaning simple mental and physi- 
cal sluggishness; and (2) psychoses with deli- 
rium or hallucinoses—delirium being the more 
common. 

In the milder types it is not always possible 
to make diagnoses. The general symptoms 
are: Mild gastro-intestinal disorders, vasomo- 
tor disturbances with more or less cyanosis, 
tremor, with considerable decomposition of 
movements, dizziness, disturbance of station 
and gait, on which may be grafted delirium or 
hallucinosis. The patient invariably shows dis- 
orientation; he is usually restless and uneasy. 
He may be incontinent and perhaps unable to 
swallow or take food, presenting a more or less 
typical picture of terminal general paresis. 


An example of simple intoxication: A man, 
past middle life, had been ill for some time; 
he was mostly confined to the house, and in a 
lethargic state. He had not been sleeping well 
and bromides had been given. Almost im- 
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mediately he became more inactive, showed 
marked mental sluggishness and answered 
questions in an almost inaudible tone. He was 
but slowly cooperative..There were no out- 
standing neurological symptoms except that, 
on the day of consultation, a rather marked 
tremor had developed. It seemed more mark- 
ed on the right. There was definite decompo- 
sition of movement in both arms. It was these 
symptoms together with the negative neuro- 
logical findings which suggested the possibility 
of bromide intoxication. I suggested that the 
bromides be withdrawn and, so far as the tre- 
mor and mental symptoms were concerned, 
there was immediate improvement. This indi- 
vidual was likely highly susceptible to bro- 
mides and, had they been continued, probably 
would have had eventually a profound bro- 
mide psychosis. 


An example of profound intoxication: About 
a year ago I attended a married woman, 34, 
who had never been robust, had always been 
nervous, and had had one or two “nervous 
breakdowns.” 


For some time she had been taking large 
doses of bromide. She suffered from mild gas- 
tro-intestinal disorder; her‘mouth was sore and 
tongue firey red; there was a bromide rash, 
and cyanosis; heart action was weak and ir- 
regular; she was restless, uneasy, and emotion- 
al; she was sleeping poorly, and was moder- 


ately disorientated. 


She became rapidly worse, completely dis- 
orientated and incontinent; she had difficulty 
in swallowing, was quite wildly delirious, at 
times combative and was entirely non-coop- 
erative. The tremor was marked, showing def- 
inite decomposition of movement with marked 
ataxia and incoordination. 


All bromides were immediately withdrawn. 
She slowly improved; after six weeks she was 
taken home. In another two weeks she was 
entirely well. 


Treatment: Custodial or nursing care is al- 
Ways necessary in the more profound states. 
The bromide must be withdrawn immediate- 
ly. Thorough elimination should be establish- 
ed, proper nourishment—fluids and sodium 
chloride—three to four drams per day—should 
be given. Fifteen grains of sodium chloride 
neutralizes 90 grains of bromides. 
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PRIMARY CARCINOMA OF THE 


GALL BLADDER 
(Case Report) 


DRS. W. L. BROWN, C. P. BROWN and 
J. L. MURPHY 
El Paso, Texas 





Malignancy of the gall bladder is probably 
greater than supposed. From 1907 to 1930 the 
Mayo Clinic had 22,365 operations on the gali 
bladder and biliary tract. In 312 of these pri- 
mary carcinoma of the gall bladder was found 
—an incidence of almost one per cent. It con- 
stitutes around five to six per cent of all car- 
cinoma of the human body. Sarcomata and 
benign tumors of the gall bladder are excep- 
tionally rare. Primary carcinoma is about 
three times more common than metastatic car- 
cinoma. Involvement of the gall bladder is 
about three times more common than involve- 
ment of the bile ducts, including ampulla of 
Vater. 


Carcinoma of the gall bladder is about four 
times more common in the female than in the 
male, while the ducts are more often involved 
in the male. Secondary carcinoma of the gall 
bladder is relatively more common in the male 
than in the female. In the series of 312 cases 
just referred to, all but approximately five 
per cent appeared after 40—the average being 
57 years. 


The frequent association of carcinoma with 
gall stones suggests these as a causative factor, 
and hence argues for early removal of stones 
as a prophylactic measure. Graham points 
out that in uncomplicated cases of stones be- 
fore damage to heart, liver and kidneys, his 
operative mortality is only one per cent, and 
only 1.5 per cent in all types of cases. He 
states this is less than one-fourth the risk the 
patient is running of developing cancer. Gra- 
ham goes so far as to say: 


“From the standpoint of cancer prevention, it 
would seem to be our duty to inform the patients 
with gall stones that, in general, they have a 
greater chance of dying from cancer of the gall 
bladder than they would have from properly per- 
formed operations.” 


He also says the danger of carcinoma in wor- 
en past 40 with gall stones and a family history 
of cancer is very great. Calculi are seldom 
found in secondary carcinoma of the gall blad- 
der. 
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Pathologically there are three types: (1) Vil- 
lous papillomatous or fungating carcinoma, 
(2) gelatinous carcinoma, and (3) diffuse, 
flat, infiltrating type. Usually the process is 
so far along that it is impossible to tell in 
which portion of the gall bladder it started. 
Metastasis usually takes place in the regional 
lymph nodes, liver or pancreas. 

The symptoms are variable. Frequently 
there is a history of previous attacks, sugges- 
tive of gallstone colic. The more common 
symptoms are pain, dyspepsja, jaundice, consti- 
pation, anorexia and emacidtion. The jaundice 
is probably due to metastasis to the liver or, 
if involving the ducts, to mechanical obstruc- 
tion. The jaundice is progressive in contrast 
to that associated with stones. Gastro-intestin- 
al symptoms such as belching, vomiting, loss 
of weight and loss of appetite are early symp- 
toms. Pain is variable. It may resemble a true 
colic or just a dull ache in the right upper 
quadrant. It may be referred to the interscap- 
ular region or it may be a boring sensation in 
the upper lumbar spine. Ascites is not uncom- 
mon. In the terminal stage jaundice deepens 
and the patient refuses all nourishment. Cach- 
exia and loss of strength become pronounced. 
Cholemia, delirium and coma lead to the death 
of the patient. Fever may or may not be pres- 
ent, depending on whether or not cholangitis 
is associated. 

There may or may not be a palpable mass. 
If present, it usually moves with respirations 
while carcinoma at the head of the pancreas 
will not. The presence of urobilinogen in the 
urine is often an early diagnostic aid. The du- 
ration of symptoms are relatively short as 
compared with carcinoma of the stomach. In 
unoperated cases from the onset of jaundice, 
the average duration until death is six months. 
Not infrequently the primary lesion remains 
small and death is due to large metastases. 
X-ray is a valuable diagnostic aid in its nega- 
tive findings. 

In the differential diagnosis choleliathia- 
sis, cancer of the stomach, cancer of the liver, 
gumma of the liver, echinoococcus cysts of the 
liver, cancer of the bile ducts and of the head 
of the pancreas are to be considered. Weiss 
says; 


“Enlargement of the gall bladder, the presence 
of a steadily increasing tumor in this region, and 
a history suggestive of cronic cholelithiasis, accom- 
panied by loss of appetite, anemia and cachexia 
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in @ person about 50 years of age, are sufficient 
evidence for alternative diagnosis of carcinoma of 
the gall bladder.” Judd and Gray say, “There is 
no distinct clinical picture of carcinoma of the gall 
bladder or of the biliary ducts, for the symptoms 
presented are dependent, to a great extent, on 
the site of the lesion and the changes associated 
with it.” 


Treatment is surgical. In most cases the pro- 
cess is so far advanced that it is unwise to at- 
tempt removal. Pallin states that the danger 
from cholemia is seldom great until the jaun- 
dice exists for from three and a half to 
four weeks, and concluded, therefore, that op- 
eration should be performed in not more than 
three weeks a‘ter severe, persisting jaundice 
has been suspected of arising from a malignant 
disease. 

Preoperative observation and preparation 
of the patient is essential for the immediate 
outcome. If after repeated duodenal drainages, 
no bile is obtained and the serum bilirubin re- 
mains the same or shows an increase, this is 
evidence of complete obstruction and necessi- 
tates immediate intervention to reestablish the 
flow of bile. The immediate postoperative 
mortality in such cases will be high. On the 
other hand, if there is bile in the duodenal 


drainage and if the serum bilirubin decreases, 
the patient should be given solutions of glu- 
cose, sodium chloride and calcium chloride in- 
travenously to produce a better operative risk. 
The type of surgical treatment will depend up- 
on the site and extent of the lesion. To rees- 
tablish free flow of bile is primary and re- 


moval of the lesion secondary. In the 312 
cases reported by Judd and Gray biopsy alone 
was done in 172, removal of gall-bladder in 59, 
drainage of gall-bladder in 42, removal of gall- 
bladder and drainage of the common bile duct 
at the same time in nine, some type of anasto- 
mosis in 27 and in three the ampullae of Vater 
were resected. 


Weber in 1927 made a study of the grade of 
malignancy and the length of life after opera- 
tion. In 30 cases, four died in the hospital, 
leaving 26 for analysis. In 12 of these, in 
which the gross lesion was grade two or less, 
the patients lived an average of two years and 
two months. In the other 14, grade three or 
more, the average was 4.8 months. As to the 
advisability of exploration in these cases, we 
had a man recently, age 64 years, who gave a 
history of repeated gallstone colic over a 
period of several years. He had the usual gas- 
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tro-intestinal symptoms, such as, belching, 
bloating after eating, anorexia, and had lost 
about 60 pounds in weight. In addition there 
was pain in the right upper quadrant, radiat- 
ing to the back. It was dull in character and 
not requiring morphine now as it had former- 
ly. Jaundice had been present for about two 
months. Gastro-intestinal x-rays showed no 
filling defects of the stomach but a displace- 
ment upward and outward of the duodenum 
suggestive of a tumor in the head of the pan- 
creas. The liver had been enlarged but not 
nodu'ar and had showed no increase in size 
for, the past six months. We believed we were 
dealing with malignancy but after consider- 
able preoperative .preparation explored the 
right upper quadrant. The gall-bladder was 
buried in dense adhesions. It contained white 
bile but no stones. The gall-bladder was re- 
moved and the fistulous tract in the duodenum 
sutured. The common duct was found en- 
larged and upon opening it a large amount of 
soft granular debris was found. Down behind 
the duodenum was felt a large stone, which 
was removed with some difficulty. The com- 
mon duct was drained for three weeks. After 
two weeks of a stormy convalescence, the man 
has now, six months later, regained most of 
the weight that he had lost. No tumor was 
found in the head of the pancreas or in the 
biliary system. 

Case Report; Male, 82, came to us in July, 
1935. His chief complaint was feeling cold and 
weak. He had excessive gas on his stomach 
and slight shortness of breath, but no pain. 
His past history had no suggestion of gall- 
stone colic. He had not been well for two 
months; a thorough x-ray examination in San 
Antonio did not reveal trouble with his stom- 
ach. Recently he had all his teeth extracted 
to see if this was the cause of his condition. 

Examination: A small man, moderately 
jaundiced and slightly emaciated; liver and 
gall-bladder not palpable; no masses in ab- 
domen; slight soreness in right upper quad- 
rant; prostate normal; nothing in chest; on ad- 
mission, the temperature was 97, pulse 82 and 
respiration 22 per minute: Urine had 20 pus 
cells to the high power field. Stools were nor- 
mal in color. Gastro-intestinal x-rays were 
negative for filling defects of the stomach and: 
duodenum. 


During the 108 days in the hospital, he grad- 
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ually became weaker with marked distaste for 
food. He was constipated, requiring large dos- 
es of calomel, epsom salts and sal hepatica. 
Jaundice and emaciation were progressive. 
He. developed intermittent pain in the lower 
back first and later in the right upper quad- 
rant, but at no time was a mass palpable. At 
no time did he have clay colored stools, but a 
week or two before death there was bile in 
the urine. Also, a few days before death he 
developed a stubborn cough with pain in the 
right chest just above the liver anteriorly. 
During the 108 days his temperature was sub- 
normal—even at death. Delirium and coma 
preceded the end. Death was probably due to 
cholemia. 


Permission for post-mortem examination of 
the abdomen only was granted. The report: 
A small man of advanced years, marked ema- 
ciation and deep jaundice dark green color. 
The gall-bladder was solid. greyish, twice nor- 
mal size. When this mass was dissected from 
underneath the liver it was found invading 
the latter. The common bile duct was normal 
in size but many enlarged nodes were found 
along its course. There was no fixation of the 
duodenum to the tumor. 


Tissue examination by Dr. W. W. Waite: 
Small pieces of liver, greyish white infiltra- 
tion; accessory tissues are greyish, the source 
of which cannot be determined; there is def- 
inite new growth made up of epithelial cells 
with glandular arrangement; there is exten- 
sive supporting areas of fibrous tissue. Diag- 
nosis: Adenocarcinoma. 


We do not believe that the incidence of pri- 
mary carcinoma of the gall-bladder in private 


- practice is 0.9 per cent as it is in the large 


clinics. The more chronic and grave cases go 


to the larger clinics. The larger clinics find a 


higher incidence of cancer than is found in 
general practice because a routine microscopi- 
cal study is made. However, the literature is 
conclusive that cancer of the gall-bladder. is 
not rare and the association of the condition 
with gall stones in 90 to 95 per cent of the 
cases, would lend cadence to the urge on the 
part of the average physician to advise early 
operations for gallstones, if possible, before 
the patient reaches the cancer age. In this 
way we may cut down the mortality from this 
condition. The advisability for early explora- 
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tion in suspected cases of malignancy in the 
right upper quadrant is self evident. 


1. Judd, E. Starr and Gray, Howard K.: Carci- 
noma of the Gall Bladder and Bile Ducts, Surg., 
Gyn. and Obs. 55:308-315, 1932. 

2. Weiss, Samuel: Diseases of the Liver, Gall 
Bladder Ducts and Pancreas. Paul B, Hoeber, Inc. 

3. Gray, Howard K.: Squamous Cell Epithelio- 
oma of the Gall Bladder and. Liver, Cholecys- 
tectomy and Partial Hepatectomy, report of a case, 
Surgical Clinics of North American, 717-720, 
June, 1934. 

4. White, John H.: Pyloric Ulcer and Papillary 
Adenocarcinoma of Gall Bladder (case report) 
Southewestern Medicine, 14:172-174, 1932. 


5. Annals of Surgery, 93:317-322, 1931. 


TRAUMATIC ANEURYSM OF 
THE ARCH OF THE AORTA 
WITH RUPTURE INTO 
ESOPHAGUS 








MAURICE P. S. SPEARMAN, M. D. 
El Paso, Texas. 





(From the Medical and Otolaryngology Service, 
City-County Hospital, E] Paso, Texas.) 





White schoolboy, 19, was admitted to the 
hospital on March 27, 1935, with, hematemsis, 
slight non-productive cough, severe pains in 
the upper right chest and, extreme weakness. 

About one week prior to admission he de- 
veloped a slight cold. At the same time he had 
slight pains in the right chest. He was put to 
bed and treated with home remedies until one 
day prior to admiss:on when he made a trip 
to town. He walked from the house to the 
automobile and entered it; a sharp pain came 
in the right chest and he vomited about a 
quart of dark brown-red fluid with no clots. 
He felt better, leaned back in the seat, but had 
a chill and copious sweating. His father car- 
ried him into the house. He was in a prone 
position for about two hours. He then attempt- 
ed to walk to the car. He vomited nearly a 
quart of the same type of fluid as before, not 
bright red, nor did it contain clots, nor was it 
frothy. 

Past History: In 1932, the patient was shot 
in the left chest. The bullet entered at about 
the third interspace, just to the left of the 
sternum. He had no cough, no hemoptysis and 
no difficulty or pain on breathing, and no 
nausea or vomiting. The pulse at that time 
was 106 and the respirations 28. The next day 
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the pulse rose to 134 and the respirations to 
32, where they remained for a little more than 
24 hours; the pulse s owed to between 90 and 
100 and stayed there until the patient was dis- 
charged from the hospital. An x-ray of the 
chest revealed a slight effusion about the first 
interspace alongside the mediastinum which 
was widened and dense probably with fluid. 

The patient enjoyed good health for the next 
20 months. In March, 1934, he experienced 
difficulty in swallowing solid foods. He was 
admitted to the out-patient department for di- 
lation of a supposed esophageal stricture. 
Esophagoscopy with dilation of the esophagus 
was performed. The patient seemed much im- 
proved, and was able to swallow easily when 
discharged. 

He enjoyed good health then until one week 
prior to his recent admission. Examination 
revealed general condition to be fair with a 
slightly apprehensive facies. Temperature was 
99.4, pulse 130, respirations 28, blood pressure 
80/55 and, nutrition poor. Buccal mucosa and 
conjunctiva were markedly pale. There was 
an ancient healed scar just ‘to the left of the 
sternum about the third interspace. 

Abdomen was scaphoid with extreme ten- 
derness in the upper left quadrant. The skin 
was extremely pale. Blood examination re- 
vealed 14,500 leukocytes, with 82 polymor- 
phonuclears, six monocytes and 12 lympho- 
cytes. The blood Kahn was negative. 

X-ray of the chest showed, upper mediasti- 
num clear, aortic shadow widened to the 
right, heart shadow small and slight increase 
in lung markings. Opinion: Possible aneurysm 
in the aorta. 

Morphine sulphate was given; an ice cap 
was placed on the abdomen; small pieces of ice 
were given by mouth; hypodermoclysis of nor- 
mal saline so'ution was started. During the 
first day the patient vomited twice—each time 
about 10 to 16 ounces. Vomitus was dark red- 
brown in color, contained no clots, was not 
frothy and responded positively to tests for 
blood. 

The day after admission he was transfused 
with 450 c.c. of citrated blood. He fell asleep 
shorty after the transfusion and remained 
quiet through that night. The following day he 
was given 750 c.c. of normal saline, 50 c.c. of 
50 per cent glucose and 30.¢.c. of five per cent 
ealecium chloride intravenously at nine o’clock 
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in the morning, and morphine sulphate, gr. %4. 
About 10 A.M. he felt faint. He vomited 1500 
c.c. of bright red blood with a few clots. The 
pulse went to 160 per minute and became 
thready. Breathing was labored and shallow— 
52 per minute. He broke out in a general 
sweat; the skin became gray. He lapsed into 
partial coma. About one hour later he roused 
and vomited about 400 c.c. of bright red bleod 
containing a few clots. He was quiet then for 
about 15 minutes, when he again vomited 
about 400 c.c. of bright red blood. At this time 
he lapsed into coma from which he never 
aroused. 


Post-mortem examination: The stomach is 
filled-with partially clotted blood. The thymus 
is still present, considerably enlarged. In the 
arch of the aorta is a small tumor which 
on removal is found to come from the aorta 
just above the arch where there is an opening 
about six mm. in diameter. The aneurysm 
is about 50 mm. in diameter. There is an 
erosion into the esophagus. On section the an- 
eurysm is filled with organized blood. clot. 
There is a question whether this has a real 
wall, or whether there is a perforation of the 
aorta with hemorrhage into the mediastinum. 

Diagnosis: Aneurysm of the aorta -with per- 
foration into the esophagus, and -hemorrhage. 





RUPTURE. OF THE HEART 
GEORGE O. BASSETT, M. D. 
and 
ZEBUD M. FLINN, M. D. 
Prescott, Ariz. 


A male negro porter, 43, married, complain- 
ed of asthmatic attacks, shortness of breath, 
orthopnea, dull pain over heart, weakness, 
palpitation, loss of weight and strength, begin- 
ning probably two years before. 

He had been -well and strong and indulged 
in prolonged strenuous exercise without ill ef- 
fects until the past two years. ‘Several years 
before he had had a penis sore which had heal- 
ed quickly on the application of an oimtment. 
He had had gonorrhea. He had been married 
twice, with two living children by his ‘present. 
wife. His wife had had-several miscarriages. 


Lately he had been unable to sleep unless 
propped up in bed; he was getting weaker, 
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was tired after the day’s work, and had lost 
about 10 pounds. 

- Examination: Dyspnea was slight; throat 
was inflamed; a number of teeth were miss- 
ing; there was passive congestion of the chest; 
rales were scattered throughout all lobes; a 
moderate hyper-resonance suggested emphy- 
sema; the liver was about one finger’s breadth 
below the costal margin; a faint scar of an old 
ulcer was on the prepuce; there was a gener- 
alized enlargement of the superficial lymph 
nodes—firm, concrete and not painful; the 
knee jerks were sluggish; the apex impulse of 
the heart was forceful; a suggestion of a car- 
diac thrill was noted over the apex; the apex 
impulse was strongest just beyond the nipple 
line in the 5th interspace; the right border of 
the heart was definitely beyond the sternal 
border; the area of dullness over the base 
seemed broader than normal; a confusion of 
murmurs were heard over the apex area, both 
systolic and pre-systolic in time; the first im- 
pression was of a double aortic lesion with 
probable aneurysm; hemic murmurs confused 
the picture; over the aortic area and along the 
border of the sternum systolic and diastolic 
murmurs were evident; the pulse suggested 
the Corrigan type. 

The Wassermann and Kahn were four plus. 
X-ray of the chest showed a definite promi- 
nence of the aortic arch to the right, with some 
transverse enlargement of the heart. He was 
fluoroscoped and a well marked aneurysmal 
bulge of the first part of the arch of the aorta 
was noted. 

A diagnosis of syphilitic aortitis with prob- 
able aneurysm was made. His condition was 
explained to him. Treatment was begun with 
fractional doses of neoarsphenamine, potas- 
sium iodide and mercury rubs. 

He-improved, was able to sleep without ex- 
tra pillows and his dyspnea decreased mark- 
edly. He felt much stronger, his appetite im- 
proved and the pain ceased. 

On the night of October 30, at two A. M., his 
physician found his face, lips and chest suf- 
fused with blood, the eyes protruding, his 
mouth agape, and his hand clinched. The 
attack began about an hour before, with sud- 
den pain in the chest over the heart, dyspnea 
and early unconsciousness. 

The autopsy findings follow: There was 
slight passive congestion of both lungs. The 
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pericardium contained about 300 c.c. of tree 
blood. The heart measured five by five mches 
and weighed 16 ounces. The right atrium was 
thinned and slightly en'arged. Vena caval 
openings were negative. On the posterior sur- 
face of the atrium at its junction with the right 
ventricular wall was a perforation one cm. in 
diameter. An area 1.6 cm. in diameter sur- 
rounding the perforation was thinned, discol- 
ored and friab'e, suggesting gumma formation. 
The right auricular appendage was enlarged. 

The mitral valve showed marked thicken- 
ing, roughening and was contracted. The aortic 
valves were thickened, roughened and retract- 
ed. Throughout the aorta there was frank evi- 
dence of mesoartitis, which seemed to be 
super-imposed on hyalinization and calcifica- 
tion. On the lateral wall of the ascending aorta 
1.5 cm. from the apex of the arch there was a 
bulging aneurysm, measuring when fixed in 
formalin, 2.5 by four cm. The intima was 
thinned as was the adventitia. Only vestigial 
remains of the media were found in this area. 

Discussion: Although rupture of the heart is 
not rare, only a few cases of rupture of the 
heart as in this one have been reported—the 
great majority occurring on the anterior sur- 
face of the left ventricle. 

Of the two major causes, coronary disease 
followed by infarction, and syphilitic gumma 
formation, the latter is probably the more 
common. 

This case is classical in that it shows all 
forms of pathology common in syphilitic dis- 
ease of:the heart, valvular disease, aortitis, an- 
eurysm and rupture of the wall. 





TREATMENT OF ACUTE 
EMPYEMA 


—_—_—_——_ 


GEORGE THORNGATE, M. D. 
Phoenix, Arizona 


(Presented be‘orc the staff of the Cooi Samari- 
tan Hospital.) 


The purpose of this paper is to redirect our 
attention to certain principles of treatment a; 
brought forth by Graham and the empyema 
commission, and other eminent surgeons. 

Heuer’s d.ctum is that empyema ‘is not a dis- 
ease entity but is either a single complication 
of an antecedent respiratory infection or one 
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of several serious pathological conditions as- 
sociated with respiratory infection. Its fre- 
quency, seriousness and mortality are variab!e 
and largely dependent on the type and viru- 
lence of the infection. Over a period of years 
the mortality curve of empyema is parallel to 
the mortality curve of pneumonia in the same 
locality. 


Empyema occurs in two forms: Intrapleural 
abscess in typical pneumococcus lobar pneu- 
monia; and intrapleural infection with unilat- 
eral or bilateral pneumonia, pulmonary ab- 
scess, mediastinitis, pericarditis, etc., due usu- 
ally to virulent streptococci. Some think pleu- 
ritis antedates the involvement of the lung. 
The simple empyema, has a thick purulent ex- 
udate usually containing pneumococci with 
firm and well defined walls. The symptoms 
are comparatively mild. The second is an in- 
tense inflammation of the pleural surfaces and 
the exudate is thin and watery, containing 
streptococci. The symptoms are violent, and 
out of proportion to those of simple empyema. 
Proper treatment depends upon definite 
knowledge of the disease and its underlying 
pathology and bacteriology. 


The principle of treatment put forth by Gra- 
ham demands avoidance of open pneumotho- 
rax in the acute stage until the pus becomes 
thick; this refers chiefly to streptococcus em- 
pyema. The inflammation is general, there is 
little fibrin in its exudate and therefore little 
wal'ing off and the mediastinum is not rigid. 
The pleuritis and pneumonia are synchronous. 
and a collapse of the lung with distortion of 
the other lung at a time when the vital capac- 
ity is already greatly reduced throws an in- 
tolerable load upon the already embarrassed 
respiratory and circulatory systems. In sim- 
ple empyema the pneumonia usually has al- 
ready receded, and the abscess has been wall- 
ed off almost from its inception. AH of this 
means that rib resection and open drainage 
are contra-indicated in the formative stage of 
empyema. . . 


The prevention of chronic empyema by rap- 
id sterilization and obliteration of the infected 
cavity implies adequate drainage. Irrigations 
may aid but are not important. Pulmonary 
gymnastics are irrational because the lung is 
not pushed out from within, but pulled out 
from within by contraction or granulation 
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tissue at the junctions of the visceral and pari- 
etal pleurae. Graham thinks drainage is best 
carried out by rib resection at the lowest 
point. 

Careful attention to the nutrition of the pa- 
tient is important. Persons with empyema of- 
ten have negative nitrogen balance, i.e., their 
nitrogen intake is less than the output. This 
must be rectified. A high caloric mixed diet 
with liberal fluid is sufficient. 

The surgical methods now in use are: Re- 
peated aspiration; closed drainage; early or 
late resection. There are earnest advocates of 
all. In simple empyema, before the war a large 
series of rib resections at Baltimore showed a 
total mortality of six per cent and no mortal- 
ity in 60 children. In St. Louis a series of re- 
peated aspirations and rib resections showed 
no mortality. In a Cincinnati series repeated 
aspiration only gave a mortality of zero. In 
simple empyema it makes no difference what 
method is used. In associated empyema all 
methods gave high rates when the virulence of 
the organisms was high. Early rib resection is 
contraindicated in this type whether virulent 
or not. 

Irrigations, as intimated above, are of little 
moment, being a detail only of the treatment. 
Both Graham and Heuer favor 0.5 per cent 
Dakin solution. 


A departure from the usual procedure is 
Danna’s method of aspirating’ the pus and re- 
placing it with air. This, he claims, gives the 
diseased lung the advantage of pneumothorax 
treatment without a sudden collapse. 

A further departure is Connor’s method. He 
postpones operation until a late date, mean- 
while aspirating the pus and building up the 
patient by forced fluid and nutrition and blood 
transfusions. He then opens the pleural space 
and packs the empyema cavity tightly with 
plain gauze. In two or three days he removes 
it and does not repack, Patients are gotten out 
of bed in a few days and the building up meas- 
ures are continued. He claims remarkable re- 
sults. 

Summary: The principles of treatment of 
acute empyema are: Early recognition of the 
disease process; avoidance of pneumothorax in 
acute stage; rapid sterilization and oblitera- 
tion of empyema cavity; attention to the nu- 
trition of the patient; and adequate drainage. 
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DOUBLE EMPYEMA IN CHILD; 
DRAINAGE; RECOVERY 


CHARLES N. PLOUSSARD, M.D. 
Phoenix, Arizona 


(Presented before the staff of the Good Samari- 
tan Hospital.) 


A child of six had pneumonia on right side 
with mouth temperature of 106.8, panting 
respiration 50 or more, pulse to 160, basal lung 
pain and friction sound; marked improvement 
resulted in about six days. Then a similar pro- 
cess on the left and similar symptoms devel- 
oped. He continued desperately ill with fever 
of over 103 degrees. Pleural friction sound 
first disappeared from the right and then 
from the left. The respiration rate went to 80 
per minute. Dullness developed in both 
chests. 

A diagnosis of double empyema was made 
and proven by withdrawal of pus by needle 
from each chest. A peculiar finding by x-ray 
was that pus occupied a space between the 
lung. and chest wall from the diaphragm tu 
the lung apex. 

On the 21st day of illness a segment of the 
right eighth rib was resected and a large cys- 
totomy tube ‘was inserted in the pleural cavity. 
Irrigation with 1-10000 mercarbolide solution 
was done daily. After nine days of drainage 
the irrigation fluid returned clear and the tube 
was removed. Adhesive was placed -firmly 
over the opening. The child’s condition for a 
time after institution of drainage improved but 
soon. became grave again wtih pulse up to 170, 
respiration to 70'and fever to 103°. It seemed 
necessary to drain the pus from the left chest 
though any surgical procedure was danger- 
ous; and it was not positive that the right chest 
‘was recovered. . 

A rib resection and insertion of tube in the 
left chest under local anesthesia produced 
profound shock lasting about two hours. This 
empyema was treated as the right had been 
and recovery soon was apparent and in the 
course of a few weeks complete. 

The blood findings after a week of illness 
were: Hemoglobin 87 per cent, leukocytes 
25600, polymorphonuclear 82, transitionals six, 
lymphocytes 12, filaments 79, and non-fila- 
ments 21, 
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The urine contained albumin, acetone, dia- 
cetic acid, and hyalin casts. Cultures from the 
urine grew pneumococci. 

The interesting features of this case are: 
Double simultaneous empyema; distribution 
of the pus from diaphragm to apex between 
the lateral wall of the chest and the_lungs; 
drainage of one side and cure in nine -days. 
The essential treatment consisted of irrigations 
with 1-10,000 mercarbolide solutions; though 
the child’s condition was desperate the other 
side was drained and treated similarly to the 
first with good recovery. 





INFERIOR MIDWIFERY: 
A Case Report 


MELDRUM K. WYLDER, -M. D. 
Albuquerque, N. M. 


A white female, 22 unmarried, had been in 
labor three days attended by a midwife, when 
I was called to see her almost in collapse. The 
abdomen was greatly distended; pulse was fre- 
quent and irregular. 

The baby’s head was wedged into the pelvis 
—probably preventing hemorrhage—where 
the midwife said it had been for more than 24 


hours. The heart sounds of the baby could not 
be found, and the mother thought the baby 
had not moved for two days. 

As the baby might have been alive I deliv- 
ered it. with forceps instead of doing a crani- 
otomy. It took some time to deliver the pla- 
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centa as the uterus was much relaxed. I gave 
ergot with slight results. The abdomen was 
greatly distended with gas. Pitressin eliminat- 
ed considerab'e gas but it quickly reaccumu- 
lated. She was hospitalized and given excel- 
lent care, but soon died. 

The marks on the abdomen, shown in the 
photograph, are contusions caused by the mid- 
wife’s hands, showing the force with which she 
attempted to express the baby. The discol- 
oration of the right leg resulted from throm- 
bosis of the iliac vessel. 

Autopsy: The uterus was ruptured low pos- 
teriorly; the vaginal wall was torn; the ab- 
domen contained a little free blood. There was 
thrombosis of the iliac vessels and beginning 
peritonitis. 

Anatomical Diagnosis: Peritonitis from rup- 
tured uterus and vagina and thrombosed iliac 
vessels. 

The cause of death was mistreatment by a 
midwife. 





ACUTE UNILATERAL 


EXOPHTHALMUS 
(Case Report) 


D. E. BRINKERHOFF, M. D. 
Phoenix, Ariz. 


(Presented before the staff of the Good Samari- 
tan Hospital, Phoenix, Ariz.) 


An acute unilateral exophthalmus was prob- 
ably caused by rupture of an infected homo- 
lateral antrum. Movement of eye was greatly 
limited and the upper lid was edematous. 

A white female, 16, had a cold followed two 
days later with an edematous acutely inflam- 
ed left eye “popped” out of its socket. Temver- 
ature was 103°; left side of nose was acutely 
inflamed with mucopuru'ent discharge from 
under the middle turbinate. The septum was 
markedly deflected crowding middle left tur- 
binate. 

Treatment consisted of, keeping the nasal 
mucous membrane shrunken, ice bag to the 
left eye and rest. 

The exophthalmus, inflammation and edema 
of the eyeball soon decreased and all motion 
except motion of the eyeball returned; on the 
fifth day a small tense tender swelling appear- 
ed above the eye; bloody fluid was withdrawn 
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from the tumor. Fever was constantly about 
100°. 

X-ray examination at this time revealed an 
infected left antrum. Irrigation removed about 
an ounce of thick foul pus. 

At the end of about two weeks the eyeball 
had receded nearly to normal, the inflamma- 
tion was gone, her temperature was normal, 
headaches were infrequent, all eyeball ‘move- 
ments were normal and the left antrum irriga- 
tion was clear. Edema of the upper lid persist- 
ed. Slight edema of the upper lid and prob- 
ably slight exophthalmus still existed after an- 
other two weeks. 

Comment: Acute unilateral exophtha’mus 
occurs occasionally in children—usually from 
rupture into the orbit of infected ethmoid 
cells. For infected antr ato rupture into orbits 
is exceptionally rare; for even infected cells 
to rupture into young adult orbits is even 
more rare. 





RELIEF OF PAIN IN 
OBSTETRICS 


BENJAMIN HERZBERG, M.D. 
Phoenix, Ariz. 


(Presented before the staff of the Good Samari- 
tan Hospital.) 


I shall discuss the drugs used, especia'ly 
those generally used in this hospital, to relieve 
labor pains. I shall use statistics of larger hos- 
pitals. 

Relief of childbirth pain is one of the newer 
phases of medicine. It is said that Queen Vic- 
toria was one of the first women to have the 
benefits of chloroform with childbirth.  Reli- 
gious prejudice still prevails, however, against 
obstetrical analgesia. Despite opposition, ad- 
vances have been made, although the perfect 
agent or combination of agents is yet to be dis- 
covered. 

Morphine relieves pain but does not pro- 
duce amnesia, which of course is most desired 
in labor. If a patient has been long in labor 
without mjuch dilation and rest is desired, 
morphine is the drug of choice --usually 1/6 
to 1/4 grain. One must be certain that delivery 
is more than one hour, preferably three to 
four hours, distant; otherwise resuscitation of 
the baby may be difficult. The babies are apt 


Brett {ae ELSA Dent tet EO BERG 


eee SBS ae AAS 


SRA TR her he ge et en Pa ee 








180 


to be morphinized or at least narcotized. They 
may gasp once, then seem to fall asleep . At 
first they are rigid and blue, then relaxed with 
deadly pallor. There is no respiratory re- 
sponse to mild stimulation. The heart at first 
is strong, then slow and weak. 


Morphine with scopolamine is used a great 
deal, usually in two of more doses. When la- 
bor is definitely established usually with two 
to four cm. di'ation and the patient is begin- 
ning to complain, an initial dose of 1/6 grain of 
morphine and 1/159 grain of scopolamine is 
given hypodermically. If there is no lessening 
of the contractions in half an hour a second 
dose, 1/8 grain morphine and 1/200 grain sco- 
polamine is given. Further drugs must be giv- 
en entirely on the judgment of the obstetri- 
cian. This combinat:on, like morphine alone, 
should be given at least three hours before de- 
livery to prevent narcotism of the baby; if 
given too early it retards labor. It also makes 
some patients wi’d and hard to manage, and 
for that reason, the patients should never be 
left alone. 


Pantopon or pantopon with scopolamine is 
especially applicable in patients with mor- 
phine idiosyncrasy. In the few in whom I have 
used it, there seemed less trouble with resusci- 
tation; but the literature does not bear me out 
in this, and since I have had better results 
with other agents, I have discontinued the use 
of pantopon. 

Dilaudid and scopolamine: Dilaudid acts like 
morphine with the advantages that analgesia 
comes sooner than that from either morphine 
or pantopon, and according to Ruch, there is 
little nausea from it. 


Sodium amytal may be administered orally 
or intravenously; however oral administration 
is the safer and should be so used except in 
cases where immediate amnesia and analgesia 
are essential. In small doses, it is almost wasted 
as it merely makes the patient sleepy and she 
is ful'y aware of every pain and contraction. 
With adequate dosage results are fairly sat- 
isfactory. The blood pressure is the criterion 
for this drug. It should not be given with low 
blood pressure. For best results an initial dose 
of nine grains is given when labor is definite- 
ly established. Additional amounts may be 
given as required; 18 grains should be enough 
for 18 hours of labor. I use it intravenously 
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only in multiparas or in primiparas that are 
late in entering the hospital; one gets the full 
effect immediately; orally the full effect comes 
after about an hour. If respiration and pulse 
become too depressed, intravenous caffein 
sodium benzoate revives the patient almost 
immediately and generally awakens her. At 
Kings County Hospital from sodium amytal 
33% per cent had good analgesia, 25 per cent 
fair, and the remainder poor; the patients with 
poor analgesia had less than nine grains. Five 
per cent of the babies required resuscitation, 
but they were easily revived. The disadvant- 
age of sodium amytal is that about a third of 
the patients are extremely rest ess and require 
a’most constant attention, even restraint, espe- 
cially when large amounts are used. 


Nembutal, generally speaking, has the same 
characteristics as sodium amytal except that 
an initial dose of six grains is generally ade- 
quate. 


Sodium amyta!l or nembutal with scopola- 
mine is given the same as is either drug alone, 
except that 1/200 to 1/150 grain of scopola- 
mine is given with the initial dose, and some 
times an additional 1/200 grain two to four 
hours later. The combination gave the highest 
percentage of good analgesias—95 per cent. 
With sodium amytal or nembutal or with eith- 
er with hyoscin the patients are restless. In 
750 cases at various hospitals, less than four 
per cent of the babies required resuscitation 
and all recovered with slight stimulation. 


Almost all of the other barbituric acid com- 
pounds have been advocated at one time or an- 
other, especially luminal, but genera’ly the I't- 
erature is against them. 

Avertin is adminsitered 60 milligrams per 
kilo of body weight. The literature generally 
opposes its use. At the Brooklyn Jewish Hos- 
pital, the full effect of the drug is achieved al- 
most the instant it is instilled; the effect of the 
drug is satisfactory for about two hours; post 
partum hemorrhage occurred in 32.5 per cent 
of the cases, the uterus remaining soft, flabby 
and not well contracted. 

Gwathmey analgesia is satisfactory if anal- 
gesia is all that is desired; amnesia was ob- 
tained in eight per cent of the cases. In some 
instances, the Gwathmey slowed labor. One of 
the chief difficulties was in getting the patient 
to retain the instillation. 
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PECAN KERNEL IN BRONCHUS 
OF BABY; BRONCHOSCOPIC 
REMOVAL; DEATH 


MAYO ROBB, M. D. 


Phoenix, Arizona 


A boy, two, while eating pecans suddenly 
began to cough and “sputter.” Realizing at 
once that a nut may have gone down his tra- 
chea, his parents immediately turned him 
head down and patted him upon the back, en- 
couraging him to cough. A few pieces of pe- 
can were coughed up. 


In a short time the child had fever, short- 
ness of breath and severe cough. The tem- 
perature the next day was 104°. These symp- 
toms continued, the cough being most pro- 
nounced. The parents believed the child had 
a severe cold and gave him home remedies. 
Dr. Fred Jordan diagnosed a foreign body in 
the left bronchus and referred the patient to 
Dr. Howell Randolph. 


Fluoroscopic examination revealed density 
along the left heart border consistent with 
atelectasis or inflammation of the middle half 
of the lower left lobe. The sounds on the left 
were much reduced without change of reso- 
nance and with no evidence of bronchial 
breathing; the breath sounds were distant. 
General condition was good. 


Dr. Randolph referred the child for bron- 
choscopic examination. A bronchoscope five 
mm. by 30 cm. was passed, seven days after 
the accident, into the left bronchus. The mu- 
cous membrane of the larynx and trachea was 
highly edematous. Secretions and congestion 
interfered greatly with visibility. The pecan 
was, seen in the lower Jeft bronchus, dislodged 
with the distal end of the bronchoscope, ex- 
pelled through the tube and, lodged on a Jens 
of my eye glasses. No other pieces of pecan 
were seen. The operation required about 10 
minutes. 

Dr. Randalph immediately observed that 
the breath sounds of the left lung were nor- 
mal and equal to those of the right. The child 
seemed to breathe easier. It gradually, how- 
ever, developed hoarseness, croupy cough, dif- 
ficult breathing and frequent heart rate. 

The next morning the child was extremely 
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restless; breathing was much embarrassed in 
both phases with marked retraction at the su- 
prasternal notch, the interspaces of the ribs, 
the epigastrium and the lateral borders of 
the neck. He was cyanotic and temperature 
and pulse were greatly increased. A trache- 
otomy was done. Emphysema appeared in the 
soft tissues of the thorax and neck. The dysp- 
nea wes relieved for about an hour. The child 
was placed in an oxygen tent, but death came 
two days after the pecan was removed. An 
autopsy was not permitted but the chest was 
x-rayed. 

Dr. Mills reported: Pneumothorax exists on 
both sides and the right lung in the midpor- 
tion shows slight diffuse density; the left lung 
appears to be elevated from the diaphragm. 
There is emphysema of the soft tissue of the 
thorax and neck. 

The question naturally arises as to the cause 
of the complications and death. As a general 
rule foreign bodies in the bronghi if not re- 
moved are fatal. About three per cent of bron- 
chial foreign bodies are coughed up. Inorganic 
bodies may remain in a lung for years and 
cause no damage. In Jackson’s clinic I saw a 
patient who had had a fish bone in his bron- 
chus for 12 years; his condition had been re- 
peatedly diagnosed as tuberculosis. 


Organic materials in the air passages quick- 
ly set up violent reactions, especially in chil- 
dren. Jackson has termed this vegetat bron- 
chitis, and it causes the child to drown in its 
own secretions. Undoubtedly the edema in 
the larynx would have caused obstructive lar- 
yngeal dyspnea and promptly caused death 
had not the tracheal cannula been inserted. 
The fatal dyspnea was due to edema of the 
bronchi. 


In tracheotomy the third, fourth and fifth 
rings are cut; emphysema of the soft tissues 
of the thorax and neck frequently follows tra- 
cheotomy and as a rule is of no consequence. 
It is possible, however, for subcutaneous air 
to pass under the deep fascia and aided by 
negative Jung pressure to enter the mediasti- 
num resulting in pneumothorax. A leading 
bronchoscopist recenty informed me that he 
has seen a few such cases. 





EXTENSIVE INJURIES 
(CASE REPORT) 
GUY FRENCH, M.D. 
Phoenix, Ariz. 


(Presented before the Staff of the Good Samari- 
tan Hospital.) 


A girl, 19, injured in an automobile accident, 
lived 11 days with extensive damage to liver, 
kidneys, and chest. ; 

Past history was unimportant except that 
she had suffered from sinus disease and had 
had a nasal operation two weeks prior to the 
accident. 

She entered the hospital in shock complain- 
ing of pain in right side and shoulder. There 
were many lacerations of the body; the most 
important were deep, irregular lacerations 
over the forehead, nose, and lips—no ap- 
parent skull fracture. Pu’se was 108, extreme- 
ly weak. Blood pressure after giving caffeine 
sodium benzoate and morphin was 50/35. 

The next morning a dis’ocation of the right 
acroma-clavicular joint was reduced and re- 
tained with adhesive. There was crepitation of 
the subcutaneous tissue in the right axilla over 
the fourth and fifth interspaces. The right 
chest was hyper-resonant; no breath sounds 
were heard. Pain was produced by pressure 
over right chest and kidney areas. Abdomen 
was rigid and tender in lower portion. Manip- 
ulation of cervix caused pa’n in lower abdo- 
men. A profuse vaginal discharge was present. 

Right chest was strapped and 500 c.c. of 
blood were given intravenously. 

The second morning b'ood pressure was 
100/60; pulse 110; abdomen was slightly dis- 
tended with gas; patient was much improved. 
Consultant advised no operative procedure. 
She improved for four days; then she was ir- 
rational at intervals. 

The erythrocytes on admission were 3,390,- 
000 with 55 per cent hemog!obin; two 'euko- 
cyte counts on day of admission were 40,000 
and 42,000. After transfusion erythrocytes 
were 3,490,000, hemoglobin 70 per cent, and 
leukocyte 18,500. Urine was negative except 
for «clumps of leucocytes. The temperature 
varied from 98 to 103 on the 6th day, when 
she developed suppurative parotitis on the left 
side. This was opened under local anesthesia. 
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During this interval she developed ‘marked 
emphysema of the whole right chest and neck. 


X-rays showed fractures of the 4th and 7th 
ribs of the right side of the chest posteriorly, 
with hemopneumothorax. About 300 c.c. of 
dark blood were aspirated from the right chest 
and the next day about 50 c.c. 


The patient’s chief difficulty was gaseous 
distention of the abdomen. Hypertonic saline 
in the vein, Epsom salts enemas, pitressin and 
hot stupes gave some relief. 

On the eighth day marked edema of the 
Jegs, feet and labia developed with suppres- 
sion of urine, irregular and weak heart and 
marked abdominal distention. The leukocytes 
went up to 35,000 with 90 per cent polynu- 
clears; the erythrocytes were 2,500,000 with 55 
per cent hemoglobin. Digitalis and a small 
transfusion were given. The rectal tempera- 
ture ranged from: 99 to 101, and the pulse from 
100 to 120. Respiration. which had been~40 the 
day before the aspiration of fluid, became 20, 
occasionally rising for short intervals to 28. 
Late during the day she began to pass urine. 
Distention was relieved for a time. Urine 
showed many pus cells and many erythrocytes. 
On the ninth day all symptoms were worse; 
she was placed in an oxygen tent but she ex- 
pired during the morning of the 11th day. 

Autopsy Report: There were numerous con- 
tusions of legs, arms, hips, and lacerations on 
the forehead and between the eyebrows. (Per- 
mission was only for opening the abdomen.) 
There is a large quantity of free bloody fluid 
in the peritoneal cavity. The intestinal tract is 
slightly dark and discolored, but ‘there is no 
evidence of rupture or inflammation. The 
right kidney shows extensive subcortical and 
interstitial hemorrhage extending into submu- 
cosa of the kidney pelvis. The kidney is greatly 
enlarged. Capsule is dense, but not perforat- 
ed. The left kidney is similar to the right with 
Jess hemorrhage. On the left there is post-peri- 
toneal hemorrhage in the perivertebral space. 
The liver is lacerated and has interstitial hem- 
orrhage. The right lobe is macerated and a 
considerable portion of it is entirely destroyed. 
The blood extends over the convex surface of 
the liver and beneath the diaphragm. The 
x-ray shows fractures of the 4th and 7th ribs 
posteriorly, with pneumothorax of lung, prob- 
ably hemorrhage into peural cavity. There is 
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emphysema of the right chest wall and shoul- 
der girdle, extending into the neck. 

The interesting features of this case are the 
extensive lesions of the liver, lungs, and kid- 
neys, hemorrhage into the various organs, 
many other lesions and the length of time she 
lived after injury. 





ALLERGY IS A PROBLEM FOR 
EVERY PHYSICIAN 


ORVILLE HARRY BROWN, M. D. 
Phoenix, Arizona. 


(Presented before the 53rd Annual Session of the 
N. M. Med. Soc., May 23-25, 1935, Albuquerque.) 


Allergy is far more common than ordinarily 
suspceted; early allergy responds satisfactorily 
to proper treatment which then is ordinarily 
easy. 

I have been allergy minded for years and yet 
I have many times overlooked allergic condi- 
tions. The mistakes that I have made in this 
direction far exceed those in which I wrongly 
suspected it. Because a person is allergic does 
not in any way preclude his having organic 
disease but rather may argue for it. Those 
with outstanding organic disease are prone to 
have allergic complications, proper treatment 
of which may afford relief of distressing symp- 
toms. 

The teaching has been that allergy is inher- 
ited; this is true—to an extent that the more 
allergy in the history of the forebears the 
more likely is a person to become allergic and 
early in life; persons with no history of al- 
lergy in their forebears, however, do become 
allergic. 

Careful surveys by competent allergists of 
several communities have invariably shown a 
high per cent of the populations with manifest 
allergy, ignoring the minor and unsuspected 
manifestations. 

There is no dispute that long established al- 
lergy as a rule is notoriously difficult to cure 
and that that of short duration usually re- 
sponds to correct treatment. Every physician 
should be allergy minded, then, so that treat- 
ment may be started as soon as possible after 
the onset of symptoms. Advanced cases of al- 
lergy should be recognized and usually referr- 
ed to physicians especially trained in allergy; 
proper persistent, difficult often discouraging, 
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treatment may give good results. The novice 
in allergy as a rule will not persist in treatment 
to get results. 

A perusal of the literature shows that a large 
number of conditions are proven to be, and 
many others suspected of being, allergic in 
etiology; among those which are mentioned in 
the literature are the following: Arthritis, ali- 
mentary bleeding, angioneurotic edema of skin, 
tubes, bladder, intestines, etc., angina pectoris, 
angiospasm, anuria, anesthesia, aching, am- 
blyopia, asthma, bladder swellings, Bernier’s 
prurigo, canker sores, cardiac irregularities, 
chafing, cholecytitis, coated tongue, cardalgia, 
colic, confusion, colds, coma, constipation, 
cough, croup, cramps, cyclic vomiting, corneal 
ulcer, diarrhea, dermatitis, delirium, dizziness, 
dysmenorrhea, dreamy state, distension, der- 
mographia, edema, enuresis, erythema, epilep- 
sy, eosinophilia, erythema multiforma and no- 
dosum, eye pain, eczema, fall in temperature, 
frequent respirations, fatigue, feeding prob- 
lems of infancy, fever, flakes in cornea, fre- 
quency of urination, functional albuminuria, 
gall bladder pains, gastro-intestinal symptoms, 
giddiness, glaucoma, heart burn, hysteria, hy- 
potonia, herpes zoster or labialis, hypertension, 
insanity, intermittent hydroarthrosis, infantile 
colic, iritis, interocular hemorrhages, joint 
symptoms, loss of blood coaguability, lethargy, 
lassitude, mania, Meniere’s disease, migraine, 
menorrhagia, mental confusion, mental dull- 
ness, neuralgia, nasal hemorrhage, nervous- 
ness, nausea, neuritis, numbness, necrotic 
spots, olfactory hallucinations, nephritis, par- 
oxysmal tachycardia, psoriasis, purpura. hem- 
orrhagica, pruritis, papillitis, pyloric obstruc- 
tion, pylorospasm, personality changes, pul- 
monary circulation obstruction, peptic ulcer, 
pyloric spasm, pyrosis, painful eyeballs, rapid 
pulse, restlessness, rheumatism, rhinitis, sour 
stomach, syncope, strabmus, sneezing, scan- 
ty menstruation, transient paralysis, trigeminal 
neuralgia, transient mania, tremors; untimely 
menstruation, urticaria, vertigo, vomiting, wet 
noses, writer’s cramp. 


I wish not to leave the impression that I re- 
gard all the conditions enumerated as allergic; 
certainly a number of them are and others are, 


at times, entirely or partially. This list does 
not include all conditions caused or influenced, 
by allergy. It has been said, and it seems to 
me correctly, that allergy may strike any part 
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of the body. Wilson names allergy the “mock- 
ing bird” of human disease. 

I have said before, that whenever there are 
symptoms out of proportion to the discoverable 
etiologic factors, be on the watch for sensitiza- 
tion processes. When discovered early and 
treated promptly results are gratifying. I 
could site hundreds of such cases. For exam- 
ple: Bronchitis of short durations—even fol- 
lowing definite colds—and unexplained coughs, 
will often disappear by administering digest- 
ants or by changes in diet, or both. Thousands 
of cases of asthma could be saved every year 
if physicians generally recognized this pal- 
pable truth. The same may be said of eczema, 
epilepsy, fainting attacks, migraine, many car- 
diac irregularities, paroxysmal tachycardia, 
even insanity and many other unusual mani- 
festations without evident pathologic organic 
changes. 

My plea is that all physicians attempt to be- 
come allergy-minded, not to become allergists 
but to become better general practitioners, and 
better specialists generally. 

I sound this warning: In the chronic al- 
lergic results will usually be discouraging ex- 
cept in the hands of the allergists and even 
then are apt to be discouraging unless the pa- 
tients cooperate fully and intelligently—as the 
“nigger” in jail said—“from now on.” 

Especially is it to be emphasized that al- 
lergics have organic diseases, which should not 
be overlooked by the allergist; and persons 
with or without organic diseases have allergic 
manifestations, unsuspected in most instances, 
which should be thought of and treated by 
the physicians in charge of the cases. 





ALLERGY: 
Problem of Immunity, Digestion, 
Endocrines and Metabolism 


ORVILLE HARRY BROWN, M.D. 
Phoenix, Arizona. 


(Presented before the 53rd Annual Session of 
the N. M. Med. Soc., May 23-25, 1935, Albuquerque.) 


This paper is to emphasize the apparent 
trend of thought regarding fundamentals in 
allergy—derived from personal experience and 
from study of the literature. 

The processes enumerated in the title are 
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fundamental activities of all living matter. 
Anything that lives must grow, digest, dispose 
of waste and protect against other living 
things which might use it to grow upon. There- 
fore it is not far fetched to include these four 
processes in one title, and to intimate rela- 
tionship. 

Having been able in a number of cases to 
effect complete relief of definite allergy sole- 
ly by improving digestion, through adminis- 
tration of digestants, I have come to the con- 
clusion that many allergic reactions result 
from an accumulation in the tissues of im- 
properly digested proteins. 

Allergics ordinarily have hypochlorhydria, 
which predisposes to an absorption of incom- 
pletely digested proteins into the tissues; but 
non-allergics also have hypochlorhydria and 
hence must absorb excess amounts of incom- 
pletely digested proteins into their tissues; 
since they display no allergic reactions, they 
must have a chemical mechanism, which is 
lacking in the allergic, and which effects de- 
struction of undigested and partially digested 
proteins which reach the tissues or otherwise 
disposes of them. In other words, it seems 
that allergics lack a chemical, or chemicals, 
of their tissues which destroy proteins. Aller- 
gics may be compared to diabetics; the dia- 
betic lacks insulin; the allergic lacks an un- 
known chemical—one which metabolizes in- 
completely split proteins. Just what this sub- 
stance is, which the allergic lacks, is specu- 
latively. 

The literature is replete with suggestions. 
Many cases of one or another type of allergy 
are cured, or at least relieved, by removal of 
focal infections or by administration of vac- 
cines, or both. This suggests an immunologic 
feature of the problem. Bacterial toxins may 
directly depress metabolism, or they may de- 
press the function of an organ, for example 
an endocrine gland, which supplies a hormone 
governing metabolism; they may also affect 
digestion, especially when the bacteria are 
growing in the nose and throat, hence being 
constantly swallowed. Bacterial proteins serve 
as allergens; since sensitization to one protein 
renders a person more likely to become sensi- 
tive to others, bacterial protein sensitiveness 
may lead to the development of food and other 
sensitizations. } 


Cases have been strikingly benefited by ad- 
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ministration of extracts of endocrine glands or 
hormones. Certain authors have waxed ex- 
tremely enthusiastic over one or another organ 
extract as a cure for allergy. There is certain 
research work, notably that of Manwaring, 
which would implicate the liver as being defi- 
cient in its ability to destroy allergens. It may 
be that such individuals are naturally defi- 
cient through heredity in these metabolic hor- 
mones; or infection may affect the organs sup- 
plying the hormones to reduce their amounts. 

Marked benefit, if not cure, has been effect- 
ed by administration of one or the other vita- 
mins, by quartz light or sunshine. Vitamins 
may” be considered as plant hormones and 
therefore analogous to endocrine hormones and 
concerned in the metabolism of the body. 
Then, too, as it is necessary often to place pa- 


tients on limited diets the supply of vitamins 


must be augmented. 


To cure allergy: Discover all foci of infec- 
tion; remove them, using careful judgment not 
to do more harm than good; discover the bac- 
terial proteins to which one is sensitive; make 
a vaccine and give small doses—gradually in- 
creased; discover all other allergens; eliminate 
them when and if possible or raise tolerance 
to them; improve digestion especially if foods 
are found to be supplying allergens; adminis- 
ter vitamins and hormones to raise one’s meta- 
holism to the point where the allergens in the 
tissues are destroyed. 

To be an allergist, then, one must first be 
an internist in order to discover the foci of in- 
fection, the needed vitamins and give vaccines; 
and at the same time he must be an endocrin- 
ologist in order to supply the proper hormones. 





BOOK REVIEWS 


Examination of the Patient and Symptomatic 
Diagnosis by John Watts Murray, M.D., Second 
Edition; The C. V. Mosby Company; St. Louis, 
Mo.; 1936; Price $10.00. 

This is a book to assist physicians not to over- 
look anything that may help to establish a correct 
diagnoses. For example: In discussing pain, the 
author asks the question, “Is there a pain in the 
chest?” Then he refers to section one dealing with 
pain in the thorax; under question two, is there 
pain in the region of the breast bone (it would 
seem better if he had used the word sternum) he 
discusses the possible causes of such pain and 
mentions such diseases as coronary occlusion, asth- 
Ma, angina pectoris, aneurysm, myocardial dis- 
eases, spinal apoplexy, etc. He discusses pain in 
the region of the heart and gives the possible caus- 
es of the heart pain in the axilla and in this way 
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he deals with a great variety of subjects any one 

of which might be extremeiy helpful to a physician. 
It appears to be an extremeiy valuanie pooK, oue 

which all physicians snowd have on tne: aesks. 





Surgical Clinics of North America: Issued ser- 
ially, one number every other month; Volume 16, 
Number 1; Chicago number; February, 1936; 356 
pages with 78 illustrations; per clinic year Febru- 
ary, 1936, to December, 1936; Paper $12.00; Cloth 
$16.00 net; Philadelphia and London: W. B. 
Saunders Company; 1936. 

This is the first number of the 1936 series and 
is a new type of clinical presentation. In this and 
in the future numbers a symposium will be pre- 
sented upon a surgical subject of general interest. 
The symposium in this issue is on cancer of the 
cervix, but there are also’ other interesting ar- 
ticles such as surgery of Closed Anodominal Wounds, 
Congenital Obstruction of the Bile Ducts, Sprains, 
The Management of Fractures of the Jaws, In- 
flammatory Tumors of the Cecum Simulating 
Acute Appendicitis, The Treatment of Torticollis, 
Gangrene, The Injection Treatment of Hemor- 
rhoids, and Minor Surgery about the Eye. All of 
these articles are interesting and especially valu- 
able to surgeons. 





ALLERGY OF THE NOSE AND PARANASAL 
SINUSES, French K. Hansel, M. D., M. 8S.; Assist- 
ant Professor of Clinical Otolaryngology, Wash- 
ington University School of Medicine; Fellow of the 
Association for the Study of Allergy, The Associa- 
tion of Resident and Ex-Resident Physicians of the 
Mayo Clinic, The American Laryngological, Rhino- 
logical and Otological Society, and the American 
Academy of Ophthalmology and Otolaryngology; 
The C. V. Mosby Company, St. Louis, Mo.; 1936; 
$10.00. 

This is a book of 820 pages. The author recog- 
nizes the wide field of allergy stating that it is the 
predominating symptoms which send patients to in- 
ternists, gastro-enterologists, dermatologists, oph- 
thalmologists and otorhinolaryngologists. He says 
especially is allergy an important part of rhinology. 

This book is divided into 35 chapters. It has 58 
illustrations. He first presents the fundamental 
principles of paranasal sinus disease, then discuss- 
es all diseases of the nose and throat, bacteriology 
of the nose and paranasal sinuses, and gives the 
cellular reactions of the tissues, histology and his- 
topathology of the nose and paranasal sinuses in 
allergy and infection; he discusses in detail the re- 
lation of allergy to the acute and chronic inflam- 
matory disease of the nose and paranasal sinuses. 

The general discussion of allergy begins in chap- 
ter eight with such subjects as the relationship of 
allergy to foreign serums, the origin and develop- 
ment of allergy, biochemical and other changes, 
methods of testing, history taking, specific mani- 
festations of allergy, nasa! manifestations of al- 
lergy such as bronchial asthma, hay fever, and 
treatment of hay fever. 


The book deals with the entire subject but espe- 
cially with allergy of the nose and throat. It is a 
splendid contribution to this new phase of medi- 
cine. Unfortunately the book does not contain an 
authors’ index; the subject index, however, seems 
to be as complete as possible. Even though this is 
written especially from the standpoint of the ear, 
nose, and throat physician, it is a treatise of the 
entire subject and hence we recommend it to every 
physician. The work of the publisher is splendid. 
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EDITORIAL POLICY 


Southwestern Medicine is owned by four 
medical organizations each electing two mem- 
bers to constitute the board of managers which 
controls the entire policy of the journal. Be- 
cause of geographical difficulties meetings 
with all members of the board in attendance 
are nearly impossible. The annual sessions of 
the Southwestern Medical Association which 
all members might be expected to attend af- 
fords the most logical time and place for such 
meetings. There have been two meetings since 
we have occupied the editorial chair; neither 
has had full attendance. The business of the 
board mostly must be transacted by corre- 
spondence. We not only desire but encourage 
every board member to freely offer sugges- 
tions or criticisms which we shall gladly sub- 
mit to the other board members. One board 
member, Dr. C. R. Swackhamer, has manifest- 
ed his interest by repeated suggestions and 
counsel through conferences with us. 


The authors of papers presented before the 
annual meetings of these four organizations 
have a right to have their papers published in 
Southwestern Medicine, as well as have any of 
our members who give papers before county 
societies, hospital staff meetings, and other sci- 
entific organizations in our district. It is ex- 
pected that an article will have the merit of 
new thought, new observations, or other data 
not available in text books. 


The income from advertisements and sub- 
scriptions is barely adequate to permit print- 
ing the almost 40 pages which we now issue 
each month. More papers are presented for 
publication than could be published unless all 
papers are carefully edited. Our policy is to 
deal fairly with each organization and with 


each author. This does not mean that the 
space must be divided evenly between the 
four organizations, but rather that special fa- 
vors shall not be shown to any organization. 
In order to have room for the scientific arti- 
cles which are submitted for publication it is 
necessary to conserve space and hence to “boil 
down” papers as much as possible without 
changing the author’s meaning or without 
materially altering his style. This is done with 
the approval and instruction of the board of 
managers. By this program it has been pos- 
sible to publish a number of artic’es and other 
interesting features which ‘otherwise would 
have been crowded out. 

The state of our residence must of necessity 
get more of our individual efforts in news and 
medical annals gathering than does New Mex- 
ico or El Paso County; the associate editors, 
however, should be able to do as much for 
their divisions. 

We are positive that no officer of any of our 
associations, understanding our problems in 
trying to be fair to each organization and con- 
tributor, of trying to publish all the meritori- 
ous papers presented to us, of trying to edit 
each paper so that the author’s meaning is pre- 
sented in the fewest possible words—in the 
least possible space—and in the best style, 
would ask or expect us to treat him or his or- 
ganization differently than we treat others. 

In “boiling down” contributions we have 
had almost universally the commendations of 
contributors; only two or three have offered 
objections to our editing of their papers. Un- 
doubtedly we have destroyed at times fine 
shades of meaning which the authors had 
hoped to convey. We flatter ourselves, how- 
ever, that we have often improved the auth- 
ors’ drafts of papers. 
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We wish everyone to have a spirit of coop- 
eration and at least a slight appreciation of the 
difficulties and magnitude of our task. 





THE GUAYMAS TRIP 

Sixty-three persons in three pullmans made 
the trip from Nogales to Guaymas leaving im- 
mediately after the close of the meeting on 
Saturday, April 25. They were accompanied 
by a representative of the Southern Pacific 
Railroad and 20 soldiers as guards to see that 
the trip went without untoward incidences. 
Dr. Hogeland, president of the Nogales County 
Medical Society, who is thoroughly familiar 
with Mexican ways and Mexican people, went 
along to be of such assistance as possible. 

Those who made the trip lived in their pull- 
mans. One of the largest hotels in Guaymas 
was thrown open so they could be fed. A ban- 
quet was given in honor of the visitors. Ev- 
eryone reported a good time and good fishing; 
enormous catches were made. 





THE NEW OFFICERS 

President-elect for the year is Dr. C. R. 
Swackhamer of Superior; Dr. W. C. Cain of 
Yuma is vice-president; and Drs. Harbridge of 
Phoenix and Yount of Prescott were re-elect- 
ed secretary and treasurer respectively. More 
information on the officers will be given in the 
next issue. 





NOGALES MEETING OF THE ARIZONA 
STATE MEDICAL ASSOCIATION 

As stated in the previous issue, the Sania 
Cruz County Medical Society attempted to 
thoroughly sell this year’s session of the state 
medical meeting. While we have not had offi- 
cial figures as to the number in attendance, it 
was rumored that the attendance was the larg- 
est that any state meeting has ever had. This 
small county society has set a pace for other 
host societies to attempt to live up to. They 
were active months in advance of the meeting 
doing everything possib’e to create interest in 
the meeting. Every arrangement was carried 
out according to well thought-out plans: 

Every physician arriving in Nogales was 
given a number of pieces of literature. The 
envelope containing this material bore the 
words, “Welcome, Doctors and Ladies. May 
your visit) -with us be thoroughly enjoyed. 
With the sincerest wishes of the Santa Cruz 
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County Medical Society.” On the other side of 
the same envelope was an advertisement of 
one of the Mexican Curio shops. 

Among the articles in the envelope was one 
which stated: “If we may be of any service in 
any capacity at any time during your visit in 
Nogales, don’t hesitate to call on us; our tele- 
phone numbers are listed below.” Then fol- 
lowed a list of docotrs and their office and res- 
ident phone numbers. The names are: Drs. 
and Mesdames, F. T. Hogeland, Z. B. Noon, 
E. C. Houle, J. S. Gonzales, A. L. Gustetter, 
C. S. Smith, W. F. Chenoweth, J. H. Woodard. 
T. G. Reynolds, M. I. Merritt, J. E. Urriologoi- 
tia, Fernando Valdes Banda, Romo de Vivar 
Jose, Joaquin Rincon, Luis Mercado and Drs., 
Antonio Alcantar, J. Sandoval, and L. Car- 
rada and T. B. Fitts. 

The papers were of high class and created 
a great deal of interest among those in attend- 
ance. Each speaker had a good audience. All 
entertainment was superb. An outstanding 
feature of the entertainment was the special 
edition of the newspaper containing 16 pages 
devoted largely to the discussion of the meet- 
ing and the men in attendance. It carried a 
‘arge number of photographs of physicians. 

We have two purposes for this editorial: to 
compliment the Santa Cruz County Medical 
Society for the splendid way it promoted this 
meeting and entertained its; guests, and to 
show to other organizations what can be done 
in this direction. 





An unusually meritorious article by Dr. D. 
F. Harbridge is being reprinted in this issue 
although contrary to our policy to print arti- 
cles which have appeared elsewhere. This pa- 
per, however, points out such important fac- 
tors in the relation of the state medical seci- 
eties to the American Medita! Assoc’ation that 
we hope that every member of our organiza- 
tions will read it. It is not only to the point, 
but it is written in exce'lent style. 





The American Association for the Study of 
Goitre meets in Chicago June 8th, 9th, and. 
10th. An inspection of the tentative program 
assures one that the meeting will be one well 
worth attending. Such names as Lahey, Hertz- 
ler, Plummer, Collip, and others equally re- 
nowned should assure keen interest in the 


program. 
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The American Association far the Study 
and Control of Rheumatic Diseases is meeting 
at the Phillips Hotel in Kansas City May 11th. 





Dr. George W. Stephens, former superin- 
tendent of the Arizona State Hospital and a 
close friend of the late Gov. George W. P. 
Hunt, died Sunday, April 28, 1936 in a New 
Orleans hospital of a heart ailment. 

Dr. Stephens was born in Natchitoches, 
Louisiana in 1879, son of J. H. and Isabella 
(Whitfield) Stephens. He attended Louisiana 
State Normal College, graduating in 1901 and 
completed classical studies in Louisiana State 
University. He received his Doctor of Medi- 
cine, with special mention, in 1907 from the 
Tulane University. 

In 1907-08 he entered tropical service dur- 
ing a yellow fever epidemic and spent some 
months in Central America, doing research 
work. He became pathologist and medical di- 
rector of the East Mississippi Insane Hospital 
where he served until 1911. During th's Jatter 
period he also served as professor of chemis- 
try at the Mississippi Medical College. He 
came to Phoenix, Arizona, as assistant super- 
intendent of the Territorial Hospital for the 
Insane. From 1913 to 1917 he served as sur- 
geon and captain and medical inspector of the 
Philippine constabulary. During the World 
War he entered the Royal Army Medical Corps 
of England, commissioned captain. After the 
armistice he became neuro-psychiatric officer 
for the insane at Fort St. Nicholas, France. In 
1923 he was made superintendent of the Ari- 
zona State Hospital, serving until January, 
1933 with the exception of a two-year period 
during which he was associated with a Wiscon- 
sin institution for mental cases. Upon leaving 
Phoenix he became superintendent of the New 
Mexico hospital for’ the feeble minded. Later 
he went to Louisiana. 

He held a commission as major in the Medi- 
cal. Officers Reserve Corps, United States 
Army and was for several years chief medical 
officer of the general staff of the Arizona Na- 
tional Guard. He also served as neuropsychi- 
atric specialist for the American Legion re- 
habilitation committee for the 12th district. 

He was a Fellow of the American Medical 
Association, and of the American Psychiatric 
Association, member of Association of Military 
Surgeons of the United States Army, Medical 
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Society of Milwaukee, Association of Officers 
of the U. S. Army, National Guard Associa- 
tion, American Legion, British Legion, Ypres 
League, honorary member of Veterans of For- 
eign Wars and received two British service 
medals; he was presented with a British cer- 
tificate stating that he was among the officers 
who saw service “in the immortal defense of 
Ypres on the western front in the great war 
for civilization.” He was a member of Masonic 
Order, Nobles of the Mystic Shrine, Elks, Hi- 
ram Club, Rotarians, Alpha Kappa Kappa. He 
took an active interest in the work of the 
Phoenix Chamber of Commerce. 

His hobbies, aside from his profession, were 
antiques, of which he had an extensive and 
valuable collection, gathered from the far cor- 
ners of the world, and amateur photography. 
He possessed several thousand interesting pic- 
tures taken by himself in many parts of the 
world. 





Dr. Edwin Seymour Miller, Arizona pioneer 
and one of the state’s oldest physicians, and 
Flagstaff community leader, died shortly be- 
fore noon Wednesday, April 29, 1936, after an 
extended illness. 

A resident of Flagstaff for 40 years, Dr. Mil- 
ler was widely known throughout northern 
Arizona. His private practice extended into 
many northern Arizona towns. He was often 
called Arizona’s second oldest practicing physi- 
cian; he was 78 years of age. 

For years Dr. Miller was local surgeon at 
Flagstaff for the Atchison, Topeka, and Santa 
Fe railroad. He’also served for a time as Coco- 
nino county health officer and as head of the 
Flagstaff municipal health department. 

Dr. Miller was a 33rd degree Mason and a 
past grand master of the grand Masonic lodge 
of Arizona. He also was master of the Flag- 
staff lodge and a member of Ivanhoe com- 
mandery No. two of the Knights Templar in 
Prescott. 

Three years ago, Dr. Miller, who had been 
in ill health for a long period, came to Phoenix 
to make his residence at St. Luke’s home on 
North 18th Street.. At that time he discontin- 
ued active practice of his profession. 

Dr. Miller, who was never married, is sur- 
vived by a sister in North Dakota, where he 
lived prior to coming to Arizona. 








sa - crow. Mon. Mt. mt: it. mn... ae oe) a ae oe ee ae ee 


pS. 


MAY, 1936 


189 








F. Harbridge 


OR et" ARIZONA STATE ASSOCIATION DEPT. setae 








The Urgent Need for a More Con- 
certed Alinement of the Medical 
Profession Leading to a Stronger 
Fundamental Dominance of the 
American Medical Association 


D. F. HARBRIDGE, M. D. 
Secretary, Arizona State Medical Association 
Phoenix, Arizona. 


Today, as it has been from the beginning of time, 
the mind of man is changing; it is groping for 
new standards of conduct, for new methods of av- 
plying age-old principles, many leading to unsocial 
and dangerous conclusions. One has been witness- 
ing during these past few years a world and a 
nation in a state of transition and doubt from 
which will come both the true and false values of 
human welfare. Unfortunately the medical pro- 
fession is exposed to all manifestations of social 
unrest and change. It is with the purpose of 
achieving permanent benefits from the present 
condition of our times that the medical profession 
should vitally concern itself. We, as members, 
must insure, not only for the present but for the 
future as well, the continued determined progress 
of medicine as a science and defend it from the 
fallacious economic attacks so strong today. It is 
determinate on us to do this now or accept the 
consequence of inaction. Because the need is over- 
whelmingly great, our guild faces but one alterna- 
tive—a closer, more personal and more sincere 
alinement of all medical groups resulting not only 
in credit to the Association and to medicine but. 
also in definite benefit to humanity as well. 

As I have stated the trouble and hinted at the 
remedy, permit me to elaborate on the latter. One 
lives in an intensely complex environment con- 
trolled and hampered by a multiplicity of laws, 
conventions and governing forces. As all men know, 
the need is for greater simplicity in living and, to 
be specific, for a return to a more simple conduct 
of government. It is quite true that one comes in- 
to the world alone—born intensely individual—and 
that one leaves in the same manner. One lives 
as an individual, but, in order to benefit and to 
live fully certain individualistic expressions are 
submeérged so that one can obtain others of a 
higher and more beneficial nature. In this light, 
the medical profession, enamored by a multiplicity 
of groups within itself, stands in need of simplifi- 
cation. 

In regard to organized medicine in this nation 
today one finds a lack of .coordination in thought 
together with a complex number of societies which 
are not receiving the benefits of a strong guiding 


hand as exemplified by the American Medical As- 
sociation. 


There are two paramount dangers in the as- 
cendancy threatening medicine—the ever-present 
apathy of certain physicians in regard to ethical 
standards for which the Association has so long 
fought and the ominous rumbling of economic 
disorder, which has become a prime topic of 
thought with the medical profession and with the 
lay public as well. These dangers must be attacked 
and repulsed. 


To enjoy our divinely individualistic qualities we 
must submerge the least. beneficial; we must elim- 
inate complexity.in the nation’s medical organiza- 
tion and give to the American Medical Association 
its rightful leadership. With this will come a re- 
dedication .of allegiance to our medical constitu- 
tion, a closer communion of thought and under- 
standing between medical men and equally as vital, 
a more intense faith in the abilities for progress 
inherent in the American Medical Association. 
To forestall any possible misinterpretation, let 
me refer more concretely to the permanance 
of our medical constitution. Human values are 
adjudged by standards; the Christian faith has its 
Sermon on the Mount, Christianity’s basic religious 
theme. No one harbors a desire to change these 
fundamental iconcepts. Likewise organized medi- 
cine has subscribed to a standard of values—a con- 
stitutional document adopted at the St. Paul 
meeting in 1901 the tenets of which stand today 
as a set of sound principles serving well both the 
medical profession and society. Again let me em- 
phasize the importance of our allegiance to this 
same constitution and the recognition of _ its 
values to the profession in this period of un- 
certainty. 


I agree with a personal opinion expressed by Dr. 
Olin West, our honored Secretary and General 
Manager, who says (quote): ‘Until we fully real- 
ize that one basic organization of phyisicans in the 
United States must be ascendant, our troubles are 
going to continue if they do not multiply.” 


At this moment the diversified rather than the 
centralized support of the physician as relates to 
medical groups stands as an obstacle to the fulfil- 
ment of the aims and purposes of the American 
Medical Association. To illustrate the point, a 
physician of my acquaintance maintains a mem- 
bership in eight separate medical societies at an 
average annual cost of $124 in dues. Such so- 
cieties hold annual meetings. Is it conceivable that 
the average physician can take the time from 
his practice to attend this array of meetings? 
What a futile overlapping of executive effort! 
Frankly, there is too much waste here to justify 
the existence of so many special groups, all of 
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which again minimize the power and influence of 
the American Medical Association. 


The frequent comment is also heard that the 
parent medical body is too far distant in its actual 
functions from the average physician and that the 
American Medical Association expects a great deal 
from the rank and file in asking a blind sort of 
following. But has not the physician himself 
created these obstacles by setting up various 
groups, thus dividing his attention and support 
from the central organization? Let us take a 
forward step and through our representatives to 
the House of Delegates recommend that a method 
of friendly absorption of these numerous societies 
by the American Medical Association be consid- 
ered. 


A further step in securing a more concerted 
alinement of all medical groups is to consider sec- 
tional meetings of the Association in addition to 
the annual sessions at which the House of Dele- 
gates functions. The state associations could serv- 
iceably be divided into, let us say, six sections, 
namely, the Northeast and Southeast; the Norih 
Central and South Central, and the Northwest 
and the Southwest. Let the Northeast section, for 
example, meet with the Southeast section for a ses- 
sion, followed by a meeting with the North Central 
section another year, and so on until there has 
been a complete interchange of meetings among 
the six sections. To concentrate more fully, the two 
Pacific Coast sections may also attend meetings 
with the two central sections, thus there would 
be three groups in conference at one time. In all 
this a more helpful interchange of ideas and a 
more complete understanding of medical problems 
would be engendered among the membership. 
All physicians would thus have opportunity for 
more frequent contact and at the same time their 
sense of proprietorship in their organization would 
be materially enhanced. Sessions open to the 
public would properly acquaint society with the 
true intent of organized medicine. These meetings 
would in no way lessen the popularity of the pres- 
ent annual sessions of the parent body, but, to my 
mind, would increase the Association’s hold over 
its complete membership. 

If special travel arrangements, or a large clinical 
congress or the conduct of more exclusive groups 
of special branches with particular requirements 
are found desirable in connection with sectional 
meetings, let it all be so, but let all be completely 
under the jurisdiction of the American Medical 
Association. The details of such sectional meet- 
ing together with their auxiliary activities, as well 
the methods of financing, would reouire careful 
study and thought. In all probability a modest 
registration fee, the amount of which would not 
equal in any measure the total of dues paid an- 
nually to the present multiplicity of societies, 
would finance the meetings. 

Certain states, such as New York, Pennsylvania, 
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Iowa and others have excellent facilities within 
their organizations which afford opportunities for 
scientific and social contact. The speaker is aware 
that a plan for sectional meetings; of a similar 
nature as proposed here, was considered and re- 
jected by the American Medical Association several 
years ago. Despite the latter fact, I am per- 
suaded that. this plan, together with an effort 
toward an acceptable asbsorption of many con- 
comitant societies, must be undertaken if the fu- 
ture dominance of the American Medical Associa- 
tion and its constituent societies is to prevail. 


With this simplification of the nation’s medical 
organization, the American Medical Association 
will find itself even more closely in touch with the 
field of actual practice and, conversely, the phy- 
sician will be enabled to contact more intimately 
the leaders and directors of medical thought, 
hence both loyalty and understanding will be 
strengthened. 

To continue this thought, in the present scheme 
of medical management it is the practice for 
county societies to solve their local problems, for 
state societies to care for state-wide questions and 
for the American Medical Association to be re- 
sponsible for all national affairs. To avoid con- 
fusion this alinement should continue in operation. 
I do feel, however, that the American Medical As- 
sociation will be effectively enabled in getting its 
national economic and social program over to the 
membership through these suggested sectional 
meetings. The membership in greater numbers 
will hear all pertinent questions and current prob- 
lems discussed by those specifically qualified and 
trained in such discussion. The power of the 
spoken word is far greater than that of the printed 
word by way of The Journal, the Bulletin. or 
printed reports, which now afford many of the 
membership practically their only contact with 
matters of the Association. 


The Bureau of Medical Economics of the Amer- 
ican Medical Association stands ready at all times 
to advise with the state and county societies rela- 
tive to local, state or national problems. A very 
earnest effort is made by the Association to make 
available to every member information concern- 
ing official actions of the House of Delegates 
through the printed annual report of the delib- 
erations of that body, through The Journal and 
through the Bulletin. In addition, thousands of 
letters go out from the central office year after 
year. Yet this service does not reach the mem- 
ber in a way that satisfies his craving for the 
personal contact. The member, as it is, pays too 
little attention to all this printed material that 
finds its way to him through the offices of the 
American Medical Association. Two aids suggest 
themselves here. First, each member should pos- 
sess a copy of the Constitution and By-Laws and, 
as occasion requires, copies of additional special 
documents. The attention of the membership 
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would be more directly commanded if this material 
could be mailed from. state headquarters at state 
expense rather than from the national office. 
Second, for the sake of uniformity in certain 
matters, the model forms, as submitted by the 
American Medical Association, should be accepted 
and adapted to the specific needs of states and 
counties. The smaller state organizations are 
especially in need of this paternal supervision and 
guidance. 


Lastly, and certainly of very vital importance, 
the most far-reaching benefit to be derived from a 
close alinement of all medical grours will be the 
better opportunity afforded for indelibly impress- 
ing the principles of medical ethics on the recal- 
citrant physician and cn society as well. More and 
more the medical profession is being troubled by 
the unethical practitioner within its own ranks. 
More and more society is of the mind that medical 
economics means a bank-roll for the physician 
and bankruptcy for the people and that medical 
ethics is a grand something which serves the 
physician well but the public not at all. Some 
better way than is now afforded must be found 
whereby the unethical practices are controlled to 
the point of elimination and whereby the public 
shall be brought to realize that medical ethics is 
a helpful instrument serving the people first. 
Without ethical medical organization the public 
could not safely be served; without it the ethical 
physician could not exist. 


To leave the matter of the unethical physician 
or group physician for the local society to handle 
is good up to a certain point. The larger com- 
munities possibly can handle such problems with- 
out having the eyes of the populace fixed on 
them, as diversified community interests claim a 
proportionate share of attention. In the matter 
of smaller neighborhoods this is not the case. The 
medical society and the members bringing and en- 
forcing charges against an unethical colleague 
become a virtual sacrifice for the benefit of or- 
ganized medicine. The public of the small com- 
munity is loath to condone “kicking out” (as they 
term it) any man from his work, especially in these 
times of unemployment. A way should be provid- 
ed for establishing a system whereby the local 
society may turn its case over to a more remote 
state organization and for the state, in turn, to 
appeal to a special group of the national body 
for an impartial ruling on the case in hand. 
Chapter XI, Section 12 of the Constitution and 
By-laws of the American Medical Association gives 
power to the House of Delegates, on recommenda- 
tion of the Judicial Council, to act in such situa- 
tions. This feature should be more actively em- 
phasized by calling on the Council to act more 
frequently. Sectional meetings will serve in placing 
the unethical practitioner in his true light. By 
reflection, he will be known for what he is and 
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will be forced into channels of ethical practice in 
order to subsist. 


In conclusion, I reiterate an appeal for a more 
concerted alinement of all medical groups. I 
agree with Dr. Walter L. Bierring, who in his ad- 
dress to the House of Delegates at Atlantic City 
last June stated: 


The ethical conduct of the physicians in all re- 
lations to colleague and patient has always been 
governed by precept and example, and to keep the 
professional shield untarnished is one of our sacred 
obligations to our guild and to society. A slip here 
or there may give cause for criticism from a not 
too indulgent public and easily reflect on the pro- 
fession as a whole .. . By unity of effort in con- 
junction with constituent state and component 
county medical societies (the profession shall) keep 
in the pathway of progress and meet the challenge 
of a changing world. 

To supplement these remarks, attention is called 
to the fact that some of the Eastern colleagues 
do not have the same point of view as the members 
in the far Midwest and extreme West. Many of 
the communities in these sections are sparsely 
settled. In one county in Arizona, larger than 
Belgium, there is a functioning society of three 
members. Distances between points are great. 

The Arizona State Medical Association has a 
serious problem in maintaining interest and in 
serving as a link with the American Medical As- 
sociation. We solicit the assistance and dominat- 
ing influence of the parent body. It seems to me 
we should be deferred to, to a considerable extent, 
in the interest of welding our frayed ends securely 
to the American Medical Association. 

About ten years ago we succeeded in inducing 
this office to send Dr. William Allen Pusey to us. 
At that time Dr. Pusey was president of the As- 
sociation. The effect of his presence was won- 
derful. Our meeting was large and enthusiastic. 
We felt we really had made a contact with the 
central office of the American Medical Association. 


DISCUSSION 


DR. JOHN B. MORRISON, New Jersey: I think 
that there is a great deal of food for thought in 
this paper. The chief idea expressed was a plea 


for local, geographical groupings of the American 
Medical Association. 

Six years ago a plan was formulated in New 
Jersey for a tristate conference consisting of dele- 
gates from the medical societies of Pennsylvania, 
New York and New Jersey. Some excellent work 
was done in this section of the country. This year 
that conference was expanded to include the cen- 
tral East and Northeastern states. The conference 
included representatives from twelve states, and 
the result of the deliberations were sent to the 
Trustees of the American. Medical Association. 

If the country were divided into groups, such as 
Dr. Harbridge has outlined, the local problems of 
a third of the United States or a quarter of the 
United States could be brought to the attention 
of the American Medical Association with far more 
force and far more directness than if they come 
from one state medical society. 

DR. D. F. HARBRIDGE: Further, in support of 
the theory, as brought out this morning in several 
very virile papers, it was shown that the rank and 
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file of the membership is wholly unfamiliar with 
certain phases of Association work. 

Of course, the criticism might be made, “Why 
don’t they read it in the various Association pub- 
lications?” Sometimes a doctor is a little slow in 
accepting or informing himself from these printed 
reports. Going directly to him with a personal 
spoken word will keep him properly enlightened. 
If these subjects, as discussed this morning, are to 
be put over as they should be, there must be closer 
contact than at present with the rank and file of 
the men of the organization. It seems to me the 
only way this may be attained is by spreading our 
efforts out by means of national sectional meet- 
ings.—A.M.A. Bull. 31:34, Feb., 1936. 


TO THE COUNCIL AND HOUSE OF DELEGATES, 
ARIZONA STATE MEDICAL ASSOCIATION: 





Gentlemen: I present herewith treasurer’s report 
for the year ending April 15, 1936 (Books closed 


this date). 
GENERAL STATEMENT 
Total Receipts All Sources: 
Balance General Fund, 
April 10, 1935 
Dues 1935-36, 302 members 
@ $12.50 $3,775.00 
Less bank charges 
on P.O. money 


$ 3,019.85 


.26 3,774.74 


Defense Fund: Balance in 

Savings Bank, April 11, 1935 3,609-76 
Coupons and Interest 734.99 
Gain on exchange bonds 90.63 

United States Bonds 20,000.00 


Total Disbursements All Sources: 
From General Fund 2,147.53 
From Savings Account 2,051.21 


$31,229.97 


4,198.74 





Total Balance All Sources, April 15, 1936, $27,031.23 


ANALYSIS AND STATEMENT BY FUNDS 
1. GENERAL FUND 
Receipts: 
Balance in Bank of Arizona, 
April 10, 1935 $ 3,019.85 
Dues 302 Mem. @ 
$6.50 Gen. Fund $1,963.00 
Less Bank chgs. on 
P.O. money order 26 1,962.74 
Dues 302 members @ $6.00, 
Defense Fund 
Gain on exchange of 
United States Bonds 


Disbursements, Duly Authorized, Paid from 
General Fund: 
Sloan, McKesson & Scott, 
Medical Defense 
A. C. Taylor Printing Co., 
Programs 
D. F. Harbridge, Secretary’s 
office expense 
C. E. Yount, Treasurer’s 
office expense 
O. H. Brown, S.W. Med. 
271 members @ $2.00 
Mrs. K. I. Coleman, Steno., 
Annual Meeting 
O. H. Brown, Medical 
Economics Committee 
Bower & Co., book sheets .... 
Martindell, Horne & Co. ........ 


1,812.00 
90.63 $ 6,885.22 


5.00 
42.86 
60.00 
50.00 

542.00 
100.00 
16.57 


1.07 
30.00 
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Sloan, McKesson & Scott, 
Medical Defense 

J- D. Hamer, A.M.A. 
Delegate 

Mountain States Telephone 
& Telegraph Co. .............. 

Sloan, McKesson & Scott, 
Medical Defense 

Sloan, McKesson & Scott, 
Medical Defense 

Bank of Arizona, 
Safety Deposit Box 

Bank of Arizona, 
Shipping charges on bonds 

St. Louis Button Co. 
emblems 

Mrs. K. I. Colman, typing 

A. C. Taylor Printing Co. 
cards for souvenirs 

Vaughn’s Indian Store, souve- 
nirs British Medical Assoc. 

W. W. Watkins, Stamps 
Indust. Relations Com 


A. C. Taylor Printing Co. 
stationery 2 

Sloan, McKesson & Scott, 
Annual Retainer 

Tock Studio, Medical Defense 

D. F. Harbridge, Medical 
Defense 

D. F- Harbridge, Secretary’s 
office expense 

Sloan, McKesson & Scott, 
Medical Defense 

A. C. Taylor Printing Co., 
SSSR TeL RE a 

Peterson, Brooke & Steiner, 
stationery 

Bower & Co., stationery 

St. Louis Button Co., 
Badges 

Republic and Gazette 
Engraving Co. ...:.........:........ 

April 15, 1936, Transfer to De- 
fense Fund Sav. Acct. 


5.75 
200.00 
2.40 
15.35 
15.90 
3.30 
3.08 


5.60 
4.47 


2.53 
78.90 
3.00 
8.49 





100.00 
7.32 


4.08 
60.00 
700.00 
8.89 


4.85 
2.30 


36.01 
27.81 


1,042.85 3,190.38 





Balance in General Fund, April 15, 1936, $3,694.84 
Check outstand., Defense Fund Sav. Acct. 1,042.85 


Bal. in Bank of Arizona, April 15, 1936, $4,737.69 


2. DEFENSE FUND 
Receipts: 
Bal. in Yavapai County 
Sav. Bank,, April 11, 1935 $ 3,609.76 
Interest on Deposits, 


December 31, 1935 
Coupons, U. S- Bonds 
302 members @ $6.00 
Medical Defense 
Gain on exchange of bonds 


1,812.00 


90.63 $ 6,247.38 


Disbursements: 


Sloan, McKesson & Scott, 
J. M. Pearson 

Sloan, McKesson & Scott, 
T. C. Harper 

Sloan, McKesson & Scott, 
T. C. Harper 

Sloan, McKesson & Scott, 
T. C. Harper 

Sloan, McKesson & Scott, 
Annual Retainer 

Sloan, McKesson & Scott, 
D. M. Davis 
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7.32 
4.08 


Tock Studio, D. M. Davis 

D. F. Harbridge, Telephone 
D. M. Davis 

Bank of Arizona, cost of 
shipping bonds 

Bank of Arizona, Safety 
Deposit Box 


3.08 
3-30 


$ 859.78 
Purchase United States Bonds 2,051.21 §$ 2,910.99 





Bal. Yavapai Co. Sav. B’k, Apr. 15, 1936, $ 3,336-39 


Explanation of Transfer of Funds: 
302 members @ $6.00 for 
Medical Defense $ 1,812. 
Gain on exchange of bonds 90.63 $ 1,902-63 
Medical Defense expense 
paid from General Fund 


Transferred from General 
Fund to Defense F’d, Apr. 15, 1936 $ 1,042.85 


EARNINGS OF DEFENSE FUND AND BONDS 
SINCE LAST REPORT: 
Bonds, Coupons 
Sav. Accts, Interest 
Gain on ex. of called bonds 


90. 63 $ 825.62 


UNPAID EXPENSE FOR 1936: 
Secretary’s office expense $ 
Treasurer’s office expense 
Seneographer An. Meet-.... 
Annual Retainer, Sloan, 

McKesson & Scott 
Southwestern Medicine 
302 members @ $2.00 .... 


120.00 
50.00 
100.00 


100.00 
604.00 $ 974.00 
RECOMMENDATIONS: 
1. Our paid up membership for the fiscal year 


is 302 as compared with 276 members for the last 
fiscal year, representing a gain-in dues of 26 
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members. Your Treasurer recommends that the 
dues be continued and prorated the same as last 
year, namely $12.50. 

2. Our balance in the General Fund, after 
having paid the bills incurred during the year 
and after paying those budgeted, will be approx- 
mitaley $2,500.00. Your Treasurer recommends 
that One Thousand Dollars ($1,000.00) of this 
amount be transferred to the Medical Defense 


Fund. 

3: The balance in the Medical Defense Fund 
Savings account is $3,336.39. If recommendation 
No: 2 is approved, your Treasurer recommends that 
we purchase Two Thousand Dollars ($2,000.00) of 
United States Bonds, the best obtainable. 


LIST OF BONDS OWNED BY THE ASSOCIATION 

Treasury 2%% Treasury 344% Treasury 4% 
1955-60, 1944-46 1944-54 

Pur. Mar. 1936 1000—68991-A 1000— C-00080373 

1000—336027-H 1000—68992-B 1000— D-00080374 

1000—336028-J 1000—68851-A 1000— E-00080375 

1000— F-00080376 

1000— G-00080377 

$10,000 of United States First. Liberty Loan, 

converted, 44% bonds were called during the 

year and the following were obtained in their 


place: 
1955-60 

1000— 188524-D 
1000— 188525-E 
1000— 188526-F 
1000— 188527-H 

1000— 188528-J 
500—88495-E 1000— 188529-K 
500—88496-F 


Respectfully submitted, 
C. E. YOUNT, Treasurer. 
We, the undersigned, a committee appointed by 
President Swetnam, have audited the books of the 
Treasurer and inspected the bonds in his custody, 
and find them to be correct. 
R. N. LOONEY, 
JAMES H. ALLEN 


Treasury 2%%, 
100—206416-F 500—88490-L 
100—206417-H 500—88491-A 
100—206418-J 500—88492-B 
100—206419-K 500—88493-C 
100—206420-L 500—88494-D 








C. W. Gerber, 
Pres., Las Cruces 
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L. B. Cohenour, 
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PUBLIC HEALTH NOTES 


J. Rosslyn Earp, Dr. P. H. 
Director, New Mexico State Bureau of 
Public Health. 


Every serious study of scarlet fever in the last 
two te three years has added to our growing un- 
certainty as to the effectivness of our present 
methods of controlling its spread. Hence, “what is 
scarlet fever?” must be answered before we can 
begin ta put its control upon a scientific founda- 
tion. Many private practitioners still refuse to 
diagnose scarlet fever without a rash. 

In 1934 the Detroit epidemiologists showed’ that 
upper, respiratory infections including tonsillitis 
are relatively prevalent among persons recently 
exposed to scarlet fever and that many of these 
infections cause immunity to scarlet fever as 
judged by the Dick test. 

Hobson’ builds a characteristic epidemic curve 


for a school outbreak by including 34 cases with 
classical erythema, six with no rash, 48 with tem- 
perature cough, and sore throat; and 77 with 
temperature only. Out of 179 cases which he 
believes to have suffered from an identical infec- 
tion, only 48 would have been reported as scarlet 
fever! No matter how effectively those 48 were 
quarantined the epidemic could not have been 
arrested. 


Then there is the carrier. In the Detroit inves- 
tigation 31.6 per cent of the secondary cases were 
assigned to infection from undiagnosed cases, and 
50 per cent from carriers. It is admitted that no 
line can be accurately drawn between these two 
groups. 

Carriers are two kinds: (a) Those who have 
picked up the organisms by contact with a case, 
and (b) convalescents. There is evidence that 
the former are the more important. Brown and 
Allison’ found hemolytic streptococci in the noses 
or throats of 82.8 per cent of discharged patients; 





194 


after studying cases which resulted from contact 
with these and with the discharged patients who 
were “negative” he concluded that bacteriological 
examination of swabs from discharged patients’ 
throats has no practical value. Bateriologists must 
learn to tell whether a particular strain of hemo- 
lytic streptococcis is or is not likely to cause scarlet 
fever. 

Two practical measures should not be neglected: 
(1) Wherever scarlet fever is every case of fever 
with sore throat or of unexplained fever even 
without sore throat should be reported to the 
health officer he must use his judgment about iso- 
lation and quarantine. (2) I believe active immun- 
ization is now practical. Various articles now indi- 
cate that serious reactions from scarlet fever toxin 
may|be practically eliminated. The Milwaukee health 
department began an immunization campaign in the 
public and parochial schools two years ago‘. In 
1934 and 1935 five injections of toxin were given 
6,364 children; 3,744 had less than five doses. The 
case rate per 1,000 for inoculated children is 2.5 
and for the unimmunized 60. Even the children 
who had received only the first two doses “seem- 
ed to have been fairly well protected.’ Private 
practitioners may decide to give 10 injections 
leading to the final dose of 80,000 skin test units 
or to time their injections so that the expected 
reaction will arrive while the child is asleep. They 
may select their cases. Many will feel that the 
time has come when children should be immunized 
against scarlet fever. 
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The Grant County Medical Society met at Sil- 
ver City for dinner, April 24, 1936, at 7:00 P.M. 
with the following members present: Drs., Borglum, 
Fahy, Frazin, Jones, Johnson, Kramer, Lane, Mann, 
Martin, McCreary, Washburn, and Watts, and two 
guests, Dr. Dodge, Commanding Officer of the Vet- 
erans Bureau Hosnvital at Ft. Bayard, and Mr. Bol- 
ton, Sanitary Inspector for this District of New 
Mexico. 

After dinner the society was called to order by 
the President, Dr. R. C. Lane. Dr. McCreary of the 
program committee announced that he had com- 
munications concerning available motion picture 
films, and would endeavor to get one for the next 
meeting. It was decided to hold the May meeting 
on Friday, May 22nd, instead of the: last Friday of 
the month. There being no further business the 
clinical program was presented. 

Dr. Marcellus McCreary of Ft. Bayard, read 
an excellent paper on appendicitis, in which he 
presented in detail a survey of 530 cases of ap- 
pendicitis which came to operation at the Vet- 
erans Hospital since June, 1932. In this series there 
were nine deaths with the causes as follows: Two 
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uremic poisoning, two pneumonia, one scarlet fever, 
one pulmonary embolism, and three spreading 
peritonitis. Spinal anesthesia was used almost ex- 
clusively with the following technic: One hour pri- 
or to operation morphine grain one-quarter and 
atropin grain 1/150 were given: then on the table 
just prior to spinal injection three-quarters of a 
grain of ephedrin was given. With patient on right 
side and large area on back thoroughly cleansed 
about two c.c. of spinal fluid are withdrawn and 
mixed with novocaine and re-injected with foot of 
table depressed about five degrees for about five 
minutes; then patient is turned on back and placed 
in about 15 degrees Trendelenburg position; at- 
tendant checks blood pressure, pulse rate, and res- 
piration every few minutes. Adrenalin is used when 
blood pressure drops to any extent. There have 
been no serious reactions with this technic. Mc- 
Burney incision usually was used. When needed, 
adequate drainage was established through stab 
wound in flank above crest of ilium. It was em- 
phasized that early diagnosis and early operation 
is essential and imperative in the treatment of ap- 
pendicitis. 

Dr. McCreary’s paper was generously discussed 
by all present, and closing remarks were made by 
the essayist. There being no further business the 
society adjourned. 





BOOK REVIEWS 


CLINICAL LABORATORY METHODS: By Paul- 
ine S. Dimmitt, Ph, G.; Medical Technologist for 
the Stout Clinic, Sherman, Texas; Former In- 
structor in Biological Chemistry, University of Tex- 
as School of Medicine; and Medical Technologist 
in the Pathological Laboratory, John Sealy Hos- 
pital, Galveston, Texas; Illustrated with.44 engrav- 
ings; F. A. Davis Company, Publishers, Philadel- 
phia, Pa.; 1936. 

Mrs. Dimmitt is a graduate pharmacist and 
widow of a physician. She has endeavored to. pre- 
sent the enlarged scope and changed technic of 
laboratory procedures in a volume readily utiliz- 
able by the technician. Theoretical considerations 
are not presented. 

There are 28 chapters, the subject matter of 
them being as follows: Urine, blood, sputum, gas- 
tric’ and duodenal contents, liver function, feces, 
transudates and exudates, cerebrospinal fluid, bac- 
teriological methods, vaccines, milk, agglutination 
tests, blood typing, Wassermann and other similar 
reactions, flocculation test, blood chemistry, hor- 
mone test for pregnancy, standard solutions, urea 
clearance test, typing of pneumococci, diagnosis -of 
mononucleosis, testing for tuberculosis, CO. com- 
bining power of the blood, blood proteins, brom- 
sulphthalein test for liver function, trichomonas 
vaginalis, amebiasis, and Kahn precipitation test. 

It can readily be seen from a reading of this list 
of subjects that an effort has been made to make 
the volume highly practical. The work of the pub- 
lisher is commendable the cuts being particularly 
excellent. : ‘ 





CLINICAL HEART DISEASE: By Samuel A, Le- 
vine, M.D., F. A.C. P., Assistant Prof. of Medicine, 
Harvard Medical School; Senior Associate in Medi- 
cine, Peter Bent Brigham Hospital, Boston; Con- 
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sultant Cardiologist, Newton Hospital; Physician, 
New England Baptist Hospital, Boston; 445 pages 
with 97 illustrations; Philadelphia and London: W. 
B. Saunders Company; 1936; Cloth, $5.50 net. 

This book is written specifically for the general 
practitioner. No effort is made to make it ultra 
scientific; references to the literature are not given. 
There are 445 pages with what appears to be a 
most excellent index. The subject matter is divided 
into 20 chapters, the titles of which are about what 
the reader might expect. 

Chapter 12 is devoted to functional heart diseas- 
es. It stresses particularly of being on the watch 
for hyperthyroidism in functional disturbances 
such as auricular fibrillations. He discusses car- 
diac fatigue and the various symptoms which go 
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with it. He particularly emphasizes the importance 
of discussing cardiac strains with the patients. It 
is important, he says, not to make the patient a- 
cardiac cripple nor is it right for him to leave the 
physician’s office feeling there is nothing wrong 
with his heart when his heart is already being 
overtaxed, 

He has gone extensively into electrocardiography 
devoting 115 pages to explaining it in its various 
aspects. It seems that this is a particularly excel- 
lent chapter for the individual who has not had 
much training in the subject. He says that an able 
clinician who knows nothing about the string gal- 
vanometer can do better work than an expert in 
electrocardiography who has limited bedside ex-— 
perience and inadequate clinical judgment 
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STAFF MEETING AT HOTEL DIEU 
February 19, 1936 


CANCER OF STOMACH ‘(CASE REPORT AND 
DISCUSSION) 


DR. E. P. HARRIS: An American prospector, 57, 
entered hospital June 27, 1935 with abdominal pain 
and weakness. Eight months before he had been 
nauseated with severe pain in upper epigastrium. 
He gradually lost from 170 to 128 pounds. He de- 
scribed the pain as knife-like, either shooting 
through the abdomen or radiating to a shoulder. 
He had used about a half pint of whiskey and 
smoked about a package of cigarettes daily for 
years. 

Examination showed an emaciated white man, 
tongue coated, chest emphysematous, teeth miss- 
ing, heart dilated 12 cm. to left of midline, sug- 
gestion of mass in upper epicastrium. and several 
scars on penis. The red blood cells numbered 
3.000.000; hemoglobin was 22 per cent—slight poik- 
ilocvtosis, moderate macrocvtosis and a marked 
achbromia. Stomach and stool examinations showed 
occult blood and also urobilin in stool. Blood trans- 
fusions were given; he continued to vomit occa- 
sionally, failed steadily and died July 15. 

The positive autopsv findings were: Stomach ad- 
herent to left lobe of liver; surface of liver was 
thickened and hardened: a laree indurated area 
surrounding the esovhaveal opening to the stomach 
—edees raised and reddened. On liver surface was 
small hematoma. and within a hemorrhagic nodule 
about size of a larce walnut. Tower lobes of lunes 
were pinkish and wet: lower left contained numer- 
ous nale eravish areas. 

The clinical diacnosis was cancer of the stomach 
or duodenum. Anatomical diavnosis was cancer of 
the stomsch. marked emaciation, pulmonary ed- 
ema, bronchopnuemonia, and hypertrophied pros- 
tate. 

DR. GORMAN: This csse is broucht to our 
attention to avain stress the frenuencv of gastric 
carcinoma and to summarize a few of the features 
associated therewith. 

Cramer estimates that of the deaths due to car- 
cinoma 42.8 ver cent are in the stomach. The 
averace ace of a Jarve series of cases at annearance 
of svmvtoms is about 53 vears. In the Mavo series 
10 per cent of stomach cancer was in patients be- 
low the age of 40. The vouncest case under mv 
sunervision was 37. and the oldest 78. The averace 
duration of symvntoms before consulting a doctor 
has been shown to be ahout 11 months. It is diffi- 
cult to formulate rules that might lead to our see- 


ing these at a time when surgical procedure might 
prolong life. The greater prevalence of gastric car- 
cinoma over former years is attributed to the in- 
creased span of life and to better diagnosis. The 
outstanding features in this man’s history were the 
duration of epigastric pain of eight months, nausea, 
loss of weight, poor appetite, negative family his- 
tory, comparatively poor living conditions, marked 
emaciation, no definite abdominal findings on ex- 
amination, extreme anemia, gastric secretory re- 
sponse within reasonable limits, relief of symptoms 
at the onset from alkalies but later requiring opi- 
ates for pain, constant blood in the stools, constant 
eructation and occasional vomiting, 


This is a characteristic summary of events. The 
onset of the condition frequently manifested in 
these cases is pain, which may simulate the hun- 
ger pain of ulcer and may be relieved by food. 

The syndrome of benign ulcer in any patient over 
40 should be regarded seriously and proverly in- 
vestigated. A past history of gastric discomfort 
with regularity of svmptoms then disappearance of 
this recularity should suggest malienancy if in man 
over 40 until proved otherwise. Heaviness, indefi- 
nite, vague symptoms and unexplained natisea 
should suggest. malienancy. Jf the patient gives a 
historv of syphilis this must be considered in dif- 
ferentia diaenosis; but the leutic lesion or x-ray 
is usually out of provortion to the well being of 
the patient. This patient avparently had poor so- 
cial conditions. The percentage of cancer seems to 
be hicher in the upper strata of societv. Marked 
emaciation is not always present. and with as 
much weicht loss as this patient had we are pessi- 
mistic as to favorable results. In the earlier cases 
in which we exnect imvrovement or cure from sur- 
gery, loss of weicht and anemia mav be neclicible. 
The gastric analysis is one which micht be found 
in almost anv tyne of case esnecially gastritis. nerv- 
ous indivestion or even gastric ulcer. Secretory ex- 
aminations except as an aid in summarizing the 
complete picture is of little avail. The fioures may 
be in the normally accevted limits and the secre- 
torv response mav be normal even in presence of 
an inoverable carcinoma. Stimulation bv hictamine 
mav at times be a valuable aid in questionable cas- 
es. Blood constancv in the stools is of ereat sienifi- 
cance and is an almost constant findine. It is a 
valuable aid in differential diagnosis between be- 
nien ulcer and malienancy. 

Phvsieal examination usually is of no he'nv since 
the lesion is too high to be readily palpable. Un- | 
fortunately the same difficulty may be experienced - 
on x-ray examination. 


' 





196 


In the treatment of this type of case HCl may 
give relief but frequently it aggravates. Varving 
relief is obtained from alkalies; sedatives and nar- 
cotics frequently relieve pain. 

Iron, liver, and ventriculin may make inoper- 
able patients more: comfortable. The diet most fre- 
quently used is liquids, soft foods, and gruels—the 
heavier foods either causing marked discomfort or 
vomiting. 

The pathologist is inclined to classify cancer of 
the stomach in three types: No demonstrable ulcer 
present; carcinoma superimposed on polyp; carci- 
noma super-imposed upon ulcer. 

I emphasize the importance of: (1) Vague gas- 
tric discomfort in a patient over 40; (2) a chang- 
ing train of symptoms in a patient with stomach 
trouble; (3) the symptoms previously present only 
at occasional intervals later developing constancy; 
(4) unexplained loss of weight, loss of appetite and 
anemia; (5) family history of malignancy; (6) 
prompt x-ray studies in cases which fail to re- 
spond to ordinary treatment; (7) daily examina- 
tions for blood in stools following meat-free diet in 
cases in which there may be doubt as to the dif- 
ferentiation of ulcer and cancer; (8) an ulcer de- 
fect larger than three-fourths of an inch is suspi- 
cious of malignancy although malignancy may 
have smaller defects than this; (9) having x-ray 
re-checks on gastric ulcer regardless of improved 
symptoms; (10) proper evaluation of gastric secre- 
tory findings remembering that they may give er- 
roneous conclusions if not taken in connection 
with the picture as a whole. 

Gastroscopic examination usually fails to give 
information as valuable as that obtained by use of 
the x-ray; however, in cases of this character 
where the lesion is difficult to demonstrate by 
x-ray, gastroscopic examination is most valuable. 
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However, it is an examination that should be used 
only. by those familiar with the technique. 

Gondolfo in reporting 1100 cases in which Rof- 
fo’s cancer reaction was used concluded that a 
negative Roffo’s reaction does not definitely ex- 
clude cancer, but that in a positive reaction the 
search for a neoplasm should be continued because 
pe proportion of erroneous positive results is 
slight 


The most satisfactory information can be obtain- 
ed by an exclusive history and the proper evalua- 
tion of symptoms in their relation one to another, 
and by x-ray examination. 

DR. WAITE: We aren’t yet very far away from 
Dr. Osler’s “Watch the gastric quartette: Loss of 
appetite, loss of weight, loss of strength, and an- 
emia.” If you get these four things you are quite 
sure to have a carcinoma of the stomach. 

A man came into my office, ill a considerable 
time, living on liquids, supposed to have cancer of 
the stomach. He had a suggestive history; every- 
thing was clinically perfect. After he died someone 
sent his stomach to me; there was no cancer. He 
may have had carcinoma of the esophagus, or far- 
ther down the intestinal tract, though either is 
uncommon. 

By careful x-ray examination filling defects may 
be found and for this I think it is best to have the 
patient take two or three swallows of barium— 
just barely filling the stomach, so that by palpat- 
ing it the outline of the rugae may be seen. In 
heavy-walled individuals it may not be possible to 
see the rugae. This examination should be in the 
standing position, because with the patient hor- 
zontal the stomach goes toc far up under the ribs 
to be palpated and for the rugae to be seen. 

The rugae usually are regular the whole length 
of the stomach; cancer of any consequence will 
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produce a change whether on anterior or posterior 
wall. With the stomach completely filled only the 
outline of the Iesser and greater curvatures and 
the bulb of the duodenum are seen. 

Filling defects are due to spasm, and may be dif- 
ficult to tell from those due to growth or ulcer. 
Atrovine and belladonna do not alwavs cause spasm 
to disappear: so we may still be in doubt after giv- 
ing considerable atropine. 


A growth of the pylorus (60 per cent of them 
are these) of any great size usually causes thick- 
ening of the gastric mucosa and thickening of the 
wall (also in chronic ulcer) causing more or less 
obstruction. A rigid pylorus may spread or gap 
and let barium empty rapidly. It may not be pos- 
sible to tell about carcinoma in such a case. A def- 
inite obstruction for six hours mrans serious trou- 
ble at the pylorus; the age of the patient, the du- 
ration of the condition, and the symptoms help to 
make the diagnosis. We had a patient with ob- 
struction of the pylorus. There were no other fill- 
ing defects. He had a dilated stomach, loss of 
weight, and severe suffering from the obstruction, 
and a positive Wassermann; treated with sodium 
iodide he was soon able to eat. He gained weight 
and left the hospital in good condition. 

It is not always possible to separate syphilitic 
obstruction from carcinoma without a blood test; 
and syphilis and carcinoma may co-exist. 

In the cardiac end of the stomach it is difficult 
to make out filling defects. A tilting table to 
change the. patient’s position to see if the outline 
of the stomach changes is a good thing, but it is 
not always possible even then to make a diagnosis. 
Filling defects of any kind in a patient of cancer 
a to be taken seriously unless proven oth- 
e 4 

Tumors may be on the outside of the stomach, 
not of the stomach itself; they may make indenta- 
tions into the stomach wall. To tell whether the 
growth is in the stomach or outside pressing the 
wall in may be difficult; but such tumors are not 
common. Tumors of the head of the pancreas 
probably cause more gastric disturbance than any 
other kind of tumor; jaundice usually exists in 
these cases. I think we have had more carcinomas 
of the head of the pancreas here since I have bren 
in the hospital than carcinomas of the stomach. 
For some reason carcinomas of the stomach are 
not as common in this section of the country as n 
other sections. 

To summarize: The common findings in x-ray 
are filling defect and obstruction. 

DR. SCOTT: I am particularly glad to hear the 
discussion on cancer. It is a most neglected, mis- 
understood, and frequently mistreated disrase. 
When recognized early it is amenable to treatment. 
It is chiefly a surgical disease. 

Diagnosis is usually not difficult?“ but most un- 
fortunately we are still under the influence of the 
teaching of a half century ago. Within six weeks 
it will be a half century since I had my first ex- 
perience with cancer. The symptoms of cancer 
which have been taught are of the late disease. 

Diagnosis of cancer of the gastro-intestinal tract 
is most difficult in the early stages. One cannot 
see what he is dealing with; and with x-rays one 
is dependent upon shadows: pain and other symp- 
toms may be absent. 

To illustrate: A lady vomited and had pain in 
her stomach. A mass was felt in the epigastrium. 
An exploration revealed a cancer as large as one’s 
fist; she had had no trouble until three weeks be- 
fore. 

The symptoms that usually first call attention to 
cancer are hemorrhage and loss of weight. Very 
often the hemorrhaging has been for months and 
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unless severe is not noticed. Patients commonly 
pay no attention to their stools. One may have 
noticed even foul or black stools. 


It is excusable not to suspect cancer in a patient 
under 40. Loss of weight, faintness and occasional 
nausca without anything to explain it suggests 
cancer, and we are inclined to think little of these: 
but a study of this kind emphasizes that we ought 
to be more alert in our daily work whenever symp- 
toms arise that point to cancer. 

Cancer located in the stomach, especially the 
lower half of the stomach, or anywhere along the 
alimentary canal, ought to be considered a curable 
disease unless there is evidence of metastasis. Dif- 
ferentiating between cancer and ulcer is not easy. 
A tumor may or may not move with excursions of 
the diaphragm. Examine the patient on his back, 
hips elevated, hands gently on the abdomen with- 
out causing definite resistance, and have him 
breathe full and free a number of times; if the tu- 
mor is attached to the liver, diaphragm, or pan- 
creas it does not go up and down freely; if it moves 
up and down freely—hence not a fixed tumor— 
there is a chance of getting it out even though as 
large as a fist. Stomach tumors attached to other 
structures are beyond operation. 

I recall a man, 70 years of age, who had a large 
tumor of the stomach. He had had a little hemor- 
rhage; he had good resistance. We operated under 
local anesthesia and found a carcinoma of the 
stomach, and a few glands in the pyloric end of 
the stomach, but no metastasis; we did a resection 
and anastomosis removing all of the disease. The 
old gentleman lived four to five years. 

An old lady had an operation in 1915; four- 
fifths of the stomach was removed. She illustrates 
that if the disease is limited to the stomach and 
the stomach wall, it is amenable to operation. It 
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is foolhardy to operate on a carcinoma of the 
stomach where there is jaundice—because the liv- 
er or the common duct is involved—or when the 
head of the pancreas is involved. 


I wish to emphasize that we are not doing all 
that we can to instruct the people to have prompt 
examinations when anything is wrong; we reach 
the children, but we cannot get the parents 
in groups large enough to make material progress. 

We have done more puble education on cancer 
in Texas than has been done in most of the other 
states.. Statistics of the Prudential Life Ins. Co. 
show there are 1000 deaths from cancer annually 
per million people in the United States. If we had 
that proportion of cancer deaths in Texas we 
would have 6000. We may not report all cases: 
statistics show that in 1935 we had less than 4000 
cancer deaths. I do not know that that is due to 
the efforts that have been made to teach people 
about cancer. The people have been instructed 
that cancer is a curable disease, and that its cura- 
bility depends on its being treated before the can- 
cer cells have migrated (understood better than 
“metastized”) from the organ in which they start- 
ed to some other organ. 


A woman noticed a little lump in the upper out- 
er edge of one breast. She had a friend who had 
heard a doctor discuss the question of lumps in 
breasts, that they were sometimes cancerous,: that 
they are successfully removed if recognized early. 
That woman was in the hospital the following day. 
The lump was a small one—no larger than my in- 
dex fingertip—but very definite. There were no 
others to be felt. A diagnosis of cancer of the 
breast was made on two points—one, that she had 
this firm, definite, well isolated lump; and then in 
the dark room with a small spotlight a shadow was 
cast across the breast and two artifical dimples 
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were discovered very clearly magnified by the spot- 
light—like when driving at night small deprfs- 
sions in the pavement show up clearly. The breast 
was amputated and cancer was proven. 

Another patient had read a memorandum in the 
local paper where a doctor addressing a Rotary 
club had made the remark that tumors in the 
breast were never to be considered trivial as some 
are cancerous. While in a moving picture show she 
felt a lump in her breast about the size of a pecan. 
She went to her doctor and inside of four days the 
breast was removed and found to be grade three 
cancer; there were no enlarged nodes in the axilla. 


The people ought to know that cancer of the 
skin and mucosa can often be prevented. Lesions 
of the skin remaining for a considerable time and 
located where they are easily irritated may become 
cancer. Any sore that remains two to three months 
is potentially cancerous. People ought to be taught 
that broken teeth and badly fitting plates which 
irritate tongues or cheeks or lips favor develop- 
ment of cancer; by removing such sources of ir- 
ritation cancers are often prevented. We know 
not the cause of cancer, but we do know the pre- 
disposing factors. And these things, if known by 
the public, will certainly prevent many cancers. So 
it seems to me that we in the medical profession 
should become more sensitive to our duty to teach 
these simple things. Instead of 4000 fatal cancer 
cases in Texas we can have less than 2000. 

The most impressive illustration I know of in 
speaking to a lay audience about cancer is to com- 
pare it to fire, and to tell them you can cure it al- 
most as easily as you-can put out a fire when it is 
small enough. If a person smells smoke it is fool- 
hardy to say “It doesn’t amount to anything; it 
comes from downtown somewhere.” The people 
who have sense will see that it is not in their own 
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houses. If they lie in bed till it has burned through 

the floor and the ceiling and into the attic, then 

S the fire departments in the city cannot save the 
ouse, 

Not long ago I found an epithelioma on the eye 
of a patient, less than one mm. in diameter. That 
was taken off with cautery, and the laboratory 
proved the diagnosis. This insignificant thing 
might have destroyed that man’s sight, and it 
might have gotten into his brain and then noth- 
ing could have been done. The insignificance of 
early cancer is the thing to remember; cancer is 
never too small to warrant your attention, and 
never too small or too insignificant to warrant the 
attention of a sensible patient. Have your patients 
and your public understand that though cancer is 
insignificant in the beginning that then is the time 
to treat it, and that it is infinitely better to pre- 
vent or cure it early than to attempt any sort of 
measures later on. . 

I want to express my appreciation and my ad- 
miration of what you are doing here. It seems 
you have the politicians where they belong. I nev- 
er knew there was a hospital in Texas that was 
run by medical men—the ones who do the work— 
and not by the politicians. And what is being done 
in El Paso can be done in Dallas, and in San An- 
toio, and in New Work, if they will go at it in the 
right sort of way. When I go back I am going to 
tell them about this, and tell it wherever I go. 


NEWS ITEMS 


Efforts were made to get Dr. John Bacon 
of Miami to become a candidate for National 
Committeeman; the election was held at the 
Democratic convention in Tucson, May 2nd. Dr. 
Bacon was asked by the administration. months 
ago to run, but he declined. 
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Governor B. B. Moeur has formally announced 
his candidacy for re-election, subject to the Dem- 
ocratic primary, Sept. 8. The chief executive as- 
serted “circumstances and recent. developments” 
had caused him to change his mind and seek a 
third term. 


Drs. E. L. Hicks and Harley Yandell of Phoenix 
and Dr. Leslie Ward of Buckeye examined babies 
for the Republic-Gazette Brst Baby Contest held 
in April. 

Dr. R. W. Hussong, Phoenix City Health Officer, 
addressed the annual session of the Arizona Pub- 
lic Health Association in Tucson. Dr. Hussong 
also had an article in the special “baby cdition” of 
the Arizona Republic April 29, 1936, dealing with 
seed importance of the early formation of good 

its. 


Dr. George C. Truman, state health officer, had 
an article in the special baby edition of the Ari- 
zona Republic for April 29 dealing with genera! 
care of the infant. 


Dr. Norman A, Ross, county health physician of 
Maricopa County, had a short article in the spe- 
cial “baby edition” of the Arizona Republic, April 
29 dealing with diets for children. 


During the last week of April, the Phoenix 
Gazette and Orpheum Theatre put on a baby 
pageant and review. On the morning of April 29th 
the Republic issued a special “baby edition” in 
which there were a number of instructive articles 
concerning the care of children. This edition was 
apropos of National Child Health Day which was 
May ist. So far as a hasty examination of this 
edition was able to reveal, there was nothing ob- 
jectionable in it and its purpose seemed entirely 
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laudible; even the advertisements seemed to be well 
selected. 


Dr. George A. Hays, state epidemiologist for 
Arizona, stated that many of the physicians fail 
to report cases of tuberculosis. Because of this fact 
the statistics indicate a high death rate among the 
tuberculous in Arizona. 


Dr. F. C. Jordan, Phoenix, Arizona, assisted in 
the round-up ¢xamination of pre-school children 
for Scottsdale. These examinations are held under 
the auspices of the Scottsdale Parent-Teacher As- 
sociation. 


Dr. Mayo Robb, Phoenix, eye, ear, nose, and 
throat specialist, assisted in the round-up of the 
pre-school children in Scottsdale during the last 
week in April. 


Past. President C. R. K. Swetnam of Prescott 
was called home from Nogales shortly after he had 
installed President-elect Hamer of the Arizona 
State Medical Association. 


On the evening of December 5, the Maricopa 
County Medical Auxiliary entertained the doctors 
with a Japanese festival dinner—sukiyaki. The 
invited ones were obliged to cook their own din- 
ner; a large number arrived at the home of Dr. 
Fred G. Holmes to be announced by the clamor 
of an old temple gong; within was an Oriental at- 
mosphere, even to the faint odor of sandalwood. 
Low tables had been set with bowls and chopsticks 
in Japanese fashion, each presided over by a hos- 
tess in gay kimona. 


The entertainment consisted in preparing and 
consuming sukiyaki. The raw material for the 
meal was upon the tables around which the guests 
sat on their heels. (That these gneuflexions soon 
became difficult indicates that Phoenix doctors 
are not accustomed to spending much time on 
their knees!) They attended to the electric grills 
which took the place of the charcoal brassieres of 
Japan. Each one’s chopsticks had a part in as- 
sembling the concoction and while it bubbled in 
the pot they played Oriental games, sipped tea 
gustily and learned to crack watermelon seeds ex- 
pertly. The real test of the adaptibility of man 
came when each received his bowl of steaming 
rice and savory sukiyaki and went to work with 
his chopsticks. Suffice it to say that what was 
lacking in dexterity was made up in hilarity and 
no one went hungry. It proved a very merry meal. 


Mrs. George Thorngate planned the sukiyaki 
and was assisted by Mrs. Holmes, Mrs. James 
Meason, Mrs. J. E. Drane, Mrs. Preston Brown, 
Mrs. C. Lawrence von Pohle, and Mrs. John Pen- 
nington. 


Dr. Trevor G. Browne, Phoenix, Ariz., was ap- 
pointed by the city commission to the city parks, 
playgrounds, and public recreation board to fill a 
vacancy caused by the expiration of the term of W. 
C. Eliot, Phoenix attorney. Dr. Browne’s five-year 
term will date from April 1 of this year. He was 
elected president. of the board. 


Dr. Fred J. Holmes, of Phoenix, attended the 
meeting of the National Tuberculosis association 
held in New Orleans during April. Dr. Holmes is 
one of the directors of that association. 


Dr. R. L. Stroud ,of Tempe, was the guest speak- 
er at a meeting of the Adams Parent-Teacher as- 
sociation of Phoenix, Ariz., April 8, 1936. 


Dr. and Mrs. R. D. Kennedy of Globe were week- 
end visitors in Phoenix during April. 
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Dr. Daniel Gordon, Phoenix, Arizona, died April 
21, 1936 in a local hospital. He was 40 years old and 
resided with his family at 901 East Roma Avenue. 
Dr. Gordon practiced in Chicago for 15 years and 
retiring because of ill health; he came to Phoenx 
two years ago. He was a World War veteran and a 
member of the John C- Greenway post, American 
Legion, here. 


Surviving are his wife, Edith; a daughter, Reva; 
three sons ,David, Devore, and Avrim, all of Phoe- 
nix; two brothers, Frank, Harlingen, Texas, and 
Phillipe, New York City; and his mother, also 1 re- 
siding in New York. 


The Medical Auxiliary with their husbands :of 
the Maricopa County Medical Society had a picnic 
supper and steak fry Thursday evening, May 7th, 
on the desert. at the home of Dr. and Mrs. Ralph 
F. Palmer, 


Dr. W. O. Thoeny of Phoenix, and Dr. W. S. 
Sharp of Mesa gave their services to the Parent- 
Teachers’ Association of the Gilbert district for the 
annual summer round-up examinations of the pre- 
school children. 


Mrs. James M. Meason of Chandler, outgoing 
president of the Maricopa County Medical Auxili- 
ary, was elected president of the State Mcdical As- 
sociation Auxiliary at the annual convention in No- 
gales last month. Other officers are: Mrs. C. E. 
Patterson, Tucson, president-elect; Mrs. James Al- 
len, Prescott, first vice-president and organizer; 
Mrs. Warner Watkins, Phoenix, second vice-presi- 
dent and program chairman; Mrs. C. Lawrence Von 
Pohle, Chandler, corresponding secretary; Mrs. O. 
W. 8hoeny, Phoenix, recording sccretary; Mrs. Geo. 
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Evaporated milk formulas are indi- 
cated for newborns with limited digestive 
capacities. They may be used to advantage 
in considerably higher concentrations than 
whole milk for premature, feeble and de- 
bilitated infants. 

The added Karo is again one-third of 
the total required calories. 

Dried milk formulas are suitable for 
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volumes at a feeding and babies of allergic 
parents. Formulas approximately equiv- 
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REFERENCES: 
Kugelmass, Clinical Nutrition in 
Infancy and Childhood, Lippincott. 
Marriott, Infant Nutrition, Mosby. 
McLean & Fales, Scientific Feed- 
ing in Infancy, Lea & Febiger. 
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Modern Flagstaff Hospital recently completed for Dr. C. W. Sechrist 
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C. Truman, Phoenix, treasurer; Mrs. C. A, Thomas, 
Tucson, parliamentarian; Mrs. J. C. Wilson, Will- 
cox, publicity for Southwestern Medical Journal. 
Mrs. C. R. Swackhamer, Superior, hygiene chair- 
man; Mrs. J. D. Hamer, Phoenix, exhibit chair- 
man; Mrs. Harlin P. Mills, legislative chairman; 
and Mrs. J. M. Greer, public relations chairman. 


BOOK REVIEWS 

INTERPRETATION OF LABORATORY FIND- 
INGS: By Raymond H. Goodale, M.D.; Patholo- 
gist, City Hospital, Worcester, Mass., Visiting Path- 
ologist, Belmont and Fairlawn Hospitals, Worces- 
ter, Mass., Harrington Memorial Hospital, South- 
bridge, Mass., and Baldwinville Hospital Cottages, 
Baldwinville, Mass.; Assistant Professor of Experi- 
mental Pathology, Boston University School of 
Medicine, Boston, Mass.; F. A. Davis Company, 
Philadelphia, Pa.; 1936. 

This book is written by one who has learned 
from frequent consultations with physicians—spe- 
cialists as well as internes—that all practitioners 
at one time or another need compact useful in- 
formation upon the interpretation of laboratory 
data. This the author has attempted to give in a 
compact form in this volume. The book contains 
170 pages and is divided into four divisions. Part 
one has to do with normal values and interpreta- 
tion of abnormal values in the tests of blood, 
urine, sputum, cerebrospinal fluid, feces, metabolic 
rates, liver function tests, etc. Part two deals with 
diseases and associated laboratory findings. All 
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diseases in which there might be important labora- 
tory findings are discussed. Part three deals with 
physiologic pathology of body fluids and excreta. 
Part four is preparation for laboratory procedures. 

HOSPITAL SERVICE IN THE UNITED STATES: 
Fifteenth presentation of Hospital Statistics by the 
Council on Medical Education and Hospitals of 
the American Medical Association; Reprinted from 
the Hospital Number of the Journal of the Ameri- 
can Medical Association, March 7, 1936; Price 50c. 

This paper-bound booklet lists the hospitals of 
the United States as Federal, State, County, City, 
Church, Fraternal, and Proprieatry giving the type 
of work done, the facilities, schools of nursing, etc. 

The aim is to record the hospitals’ fulfillment of 
their mission as institutions of healing. These re- 
ports have no doubt done much to raise the stand- 
ards of hospitals. 

THE CALIFORNIA MEDICAL ASSOCIATION 
CANCER COMMISSION COMMITTEE STUDIES: 
California Medical Association, San Francisco, Cal- 
ifornia; J. W. Stacey, Inc., San Francisco, Calif.; 
Price 75c. 

This paper bound volume of 130 pages contains 
a vast store of condensed information. While the 
commission is composed of about ten men, special 
reports are made by about 15 committees con- 
sisting of anywhere from five to 20 men each. 
The essential data showing the different types of 
cancer is presented in relatively few words. For 
example: Chest tumors is discussed in four pages 
and the committee is composed of 19 men. On 
that committee we find such names as F. M. Pot- 
tenger, Phillip King Brown, Frank S. Dolley, A. 
Lincoln Brown, and Robert A. Peers. One signifi- 
cant statement is “far too often pulmonary malign- 
ancy is not considered until too late in the pa- 
tient’s sickness. Pylmonary inflammation or tra- 
cheobronchia] irritation unusually prolonged should 
lead to the consideration of bronchial or pulmon- 
ary malignancy. When a “pneumonia” is termed 
“unresolved,” the possibility of underiying malign- 
ancy must be considered. It summarizes the 
symptomatology by irrirating nonproductive cough, 
with or without blood-streaked sputum, an acute 
illness, gradual loss of weight, bloody effusion, etc. 

This is a valuable little volume for any phy- 
sician to have. 





Social Security by Dr. Edward H. Ochsner; So- 
cial Security Press, 538 So. Wells St., Chicago, IIl.; 
40c, postage prepaid in U. S.; cloth bound; 231 
pages. 

Dr. Ochsner makes a strong plea with irrefut- 
able arguments against socialized medicine. He 
states that under the German system of practice 
of medicine since social security has gone into 
force that the number of sickness days lost by the 
German workmen has more than doubled and that 
the mortality rate in comparable areas in Ger- 
many and this country is greater in Germany. He 
shows also that the quality of medical services has 
deteriorated under compulsory health insurance, 
and that the cost of hospital and medical care are 
increasing year by year. He shows further that 
the. social security legislation in the nations which 
have adopted it has lead to laziness, shiftlessness, 
malingering, and shirking. He thinks that the leg- 
islative “cure-alls” like social security although 
they are costly are merely palliatives in effects 
and in the long run make conditions worse instead 
of better. 

The book is easy to read, is not too long, and 
presents only sufficient statistics to corroborate 
the-important statements made. It is recommend- 
ed that all physicians read the book; it is rela- 

tively inexpensive. 
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